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ABIDING SATISFACTIONS IN THE 
PRESENT PATIENT-PHYSICIAN 
RELATIONSHIP 


The medical students and the young doc- 
rs should realize that the decision to study 
medicine implies sustained intellectual prog- 
ess and opens a fertile field for creative en- 
leavor. The physician who fails to cultivate 
iis field cannot hope to reap a full harvest. 
e should let the roots of scientific, cultural, 
id ethical principles sink far beneath the 
surface and find anchorage in the rockbound 
subsoil. If he does this, the winds of ignor- 
ance, fallacy, and quackery can do no harm. 
Necessarily the successful physician is catho- 
lic in his contacts and accordingly he should 
develop understanding, tolerance, and hope 
as valuable adjuncts to his scientific attain- 
ments. This is particularly true if he adopts 
the ancient Greek’s understanding of the 
soul, encompassing the inner man through 
intellect, willpower, imagination, and emo- 
tion. If he fully qualifies in this respect, the 
average patient will discover something lum- 
inous in his personality. This should shine 
as a candle lit with understanding, tolerance, 
and mercy. 

In addition to the patient’s physical needs, 
there may be a spiritual hunger which must 
be satisfied through the art of medicine. In 
this connection the physician should remem- 
ber that hope is the spiritual bread of life. 
He must carry this “staff of life’ and share 
it. The body dominated by a famishing soul 
cannot amply respond to therapy and rise 
above disease. Skill in the discovery of physi- 
cal pathology may be lost without the power 
to discern the patient’s psychological reaction 
to the existing pathology and its effects. 


- 


> a 


as 


The physician who has grown old in the 
‘actice of the above principles may sit in 
e twilight of his medical career with the 
stisfaction and resignation of Socrates, who 


~ — 


taught the world the art of reason and the 
exercise of consummate courage in behalf of 
mankind. 





TOLERANCE PLEASE 
Those who read the Journal critically 
should remember that the Editorial Board 
and the Journal staff find it difficult to de- 
cide what should go in the Journal and what 
should be left out. 


After the scientific material is carefully 
sifted and edited, there is a great load of 
nondescript material including news, adver- 
tising, and notices often with urgent appeals 
for publicity. Of modern interest is the fact 
that in June, 1666, the London Gazette re- 
luctantly announced an advertising supple- 
ment with this appealing explanatory note, 
“being daily prest to the publication of books, 
medicines, and other things not properly the 
business of a Paper of Intelligence.” This 
was long before the fast-going days of 
modern communication, rapacious competi- 
tion, fancy pharmaceuticals, vitamin fan- 
tasies, and the fallacious possibilities of 
“honest” advertising. What would the poor 
London Gazette do now? 





A HEAVY LOAD OF MEDICAL LORE 

A few weeks ago Fishbein’s History of the 
American Medical Association came from the 
W. B. Saunders Press. This is a book every 
doctor and many laymen should read. Par- 
ticularly should young doctors who have not 
grown up with the A. M. A. read this thrill- 
ing story. 

More than three hundred pages of this 
comprehensive work are devoted to biogra- 
phies of the presidents. This section was con- 
tributed by Walter L. Bierring and deserves 
a careful reading. Thomas Carlyle said, “The 
history of the world is the biography of 
great men.” The 100 presidents have come 
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from 25 states and the District of Columbia. 
Since the average age of the presidents was 
60 years, the young physician who reads may 
take hope. Of great interest is the section 
dealing with the recipients of the Distin- 
guished Service Medal which has been 
awarded annually since 1938. The 1947 re- 
cipient, not included in the book, is Henry 
A. Christian of Boston. 

Aside from the inspirational phases of this 
great work, the histories of the publications, 
councils, bureaus, and other official bodies 
should be carefully read by every member of 
the Association. 

It is said that when asked if he had read 
Gone With the Wind, Eddie Cantor said, 
“Hell, no, I can’t lift it.” He should try this 
volume of 1226 pages. 





OLIN WEST, ASSOCIATE MEMBER 

Early in April, the Board of Trustees of 
the American Medical Association announced 
the resignation of Dr. West as President- 
Elect of the A. M. A. It was unfortunate that 
Dr. West found it necessary to resign be- 
cause of ill health. The greater part of his 
professional life has been spent in behalf of 
organized medicine and the advancement of 
public health. 

In the letter tendering his resignation, 
there is this note of sadness: “It now seems 
probable that I shall not be able to attend the 
Centennial Session to be held in Atlantic 
City, in which case I hope you, as Chairman 
of the Board of Trustees, will present my 
apologies for my failure in office. I hope that 
the House of Delegates will believe that ‘the 
spirt was willing but the flesh was weak.’ 

“I have an abiding faith in the A. M. A. 
and in the sincerity, integrity, and soundness 
of judgment of those who have served and 
now are serving as members of its official 
bodies. May the richest of blessings come to 
all of them.” 

It was only fitting that the Oklahoma State 
Medical Association’s House of Delegates, in 
recognition of long and valued service, elect- 
ed him to Associate Membership in the Okla- 
homa State Medical Association. 

In its gracious attempt to honor a great 
exponent of organized medicine, the House 
of Delegates brought greater honor to the 
State Medical Association. See Dr. West’s 
letter of acceptance on page 348. 





THE STAMP OF APPROVAL 
When the Post Office Department of the 
United States announced that a three-cent 
stamp had been issued to commemorate the 


August, 19 


birth of the American Medical Associati: 
and the services of the medical professic: 
during the past century, the President of tl 2 
United States was advocating before Con- 
gress a nation-wide compulsory sickness i. - 
surance program. This paradoxical coinci- 
dence was supplemented by the immedia e 
introduction of the ubiquitous Wagner-Mi 

ray-Dingell bill. Many may wonder if t 

latter is mere coincidence or premeditate 
conniving with political expediency in mit 

It seems strange that the United States cou 

memorialize medicine because of its bene- 
ficent services while, in high places, impor'- 
ant government officials are advocating po!i- 
cies which, if approved, would mean its do- 
struction as a free enterprise. 

In this connection, neither the Journal of 
the American Medical Association’ nor 
Time’, in discussing this stamp which re- 
produces the famous Sir Luke Fildes’ Th: 
Doctor, refer to an important episode in the 
life of Sir James Clark, physician to the 
royal family in Great Britain, whose benig- 
nant face adorns the Luke Fildes painting. 
Long before he was Sir James, attending 
royalty, and long before he was portrayed 
as the kindly family doctor attending a sick 
child in a poverty stricken rural home in- 
stead of the queen in her palace, he discover- 
ed the neglected English poet, John Keats, 
dying of tuberculosis in Rome. Though it was 
impossible to save Keats’ life, Dr. Clark visit- 
ed his bedside frequently and lingered to 
give him comfort and care. This was long 
before Great Britain’s physicians were dis- 
turbed by regimentation. With this change 
in the character of medical care, it is no 
wonder that people have ceased to shed tears 
as they pause to contemplate the famous 
painting of The Doctor which hangs in Lon- 
don’s well known Tate Gallery — the people 
and the doctors are hardened by government 
handling. 


1. The Journal of the American Medical Association 
torial, June 7, 1947. 
2. Time, p. 44, June 23, 1947 


OUR COVER 

The Journal gratefully acknowledges per- 
mission of Dr. Donald Guthrie, of the Gut)- 
rie Clinic, Sayre, Pennsylvania, to reproduce 
on our cover the original artist’s study «f 
Fildes’ The Doctor. The painting was pr 
sented to the Clinic by Allan P. Kirby, a1 
was exhibited in the Auditorium at the r- 
cent A. M. A. Centennial Celebration. It wes 
from this original study that the large pain 
ing hanging in London’s Tate Gallery was 
made. 
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ACNE VULGARIS IN ADOLESCENCE* 





ONIS G. HAZEL, M.D. 
OKLAHOMA CITY, OKLAHOMA 





Acne vulgaris is a chronic inflammatory 
d sease of the pilosebaceous follicles charac- 
t- rized by comedones, papules, pustules, 
cysts, and nodules.' It is one of the most 
common skin diseases of adolescence and is 
one of the chief causes of an inferiority com- 
plex in nonaggresive youngsters. The psychic 
trauma may last into adulthood, and when 
the scarring is severe, may last for life. It 
may vary widely in severity from mere oily 
skin with comedones, to deep, destructive 
pustules or cysts with permanent scarring. 
This fact has led many writers to classify 
acne into many clinical types, such as the 
comedone or blackhead type, the papular, 
pustular, indurated, cystic, and keloid types. 
The author feels that they are all merely a 
difference in the degree of the individual’s 
reaction to the etiological factors. 

LOCATION 

The most common sites of predilection are 
the cheeks although in addition the chin, the 
forehead, the neck, the chest, the shoulders, 
the back, and the buttocks may be involved. 

ETIOLOGY 

There is no common skin disease in which 
there is such a widespread difference in opin- 
ion as to the etiology. The following are the 
factors most commonly listed by dermatolo- 
gists. 

1. Heredity certainly may offer an etio- 
logical background.* In a high percentage of 
cases one or both of the parents have had a 
certain degree of ncne in adolescence. It 
seems reasonable that a child could inherit a 
greasy, coarse skin the same way that pa- 
tients with ichthyosis, or fish-skin disease, 
invariably give a history of dry skin in one 
parent. 

2. Puberty* usually ushers in the case of 
acne and is offered as a cause. 


“Presented before the Section on Medicine of the Oklahoma 
Sate Medical Association at the Annual Meeting, May 14, 1947. 


3. Endocrine disturbances of the glands, 
thyroid, and pituitary.‘ 

4. Infection due to the acne bacillus has 
had great vogue in the past. This organism 
along with many other bacteria can be found 
in and on the skin of patients who do not 
have any clinical evidence of acne vulgaris. 

5. Digestive disturbances. 
Disturbances in water balance.* 
Hyperactivity parasympathetic nerv- 
ous system.’ 

8. The psychoneurogenous component." 

9. Excessive intake of fat.* Richard L. 
Sutton, Jr., is definitely committed to this 
etiological explanation and he has many sup- 
porters. He feels that an increased fat intake 
produces a pustular lipoidosis of the skin 
and that a low fat diet and thyroid extract 
constitute the bulwark of successful acne 
treatment. I subscribe in part to this theory 
but have seen soldiers with severe acne and 
gastric ulcer improve on frequent feedings of 
cream and milk. 

10. Carbohydrates. Crawford and 
Swartz’® hospitalized a group of severe acne 
cases and gave them diets excessive in carbo- 
hydrates and in addition gave them glucose 
intravenously and noted a 50 per cent im- 
provement in the cases, and not one was 
made worse. I place no limitation on carbo- 
hydrate intake. 

PATHOLOGY 

This condition is characterized by a peri- 
follicular inflammation, by comedones, and 
in the pustular lesions by local necrosis, sur- 
rounded by a dense zone of polymorphonuc- 
lear leukocytes. The more indolent and in- 
durated lesions show a foreign body type of 
reaction with fibroblasts, plasma cells, and 
giant cells. 


6. 
A 


TREATMENT 
The treatment of acne vulgaris is as varied 
as the theories of the etiology. The following 
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therapeutic approach is offered for your con- 
sideration. 

1. Diet. The author insists that the pa- 
tient avoid chocolate, nuts, cheese, greasy 
foods, gravies, and rich pastries. The average 
patient will not lose weight on such a diet. He 
is encouraged to eat freely of fruit, vege- 
tables, chicken, fish, broiled meats, and foods 
rich in carbohydrates. 

2. Care of the scalp. Most cases of acne 
have an associated seborrhea of the scalp 
with excessive exfoliation and pruritis. A 
shampoo once a week with Ivory soap, castile 
soap, or Packer’s tar soap, followed with a 
vinegar rinse, may be sufficient. If seborrhea 
is at all prominent, a tar-sulphur-salicylic 
acid, in a water soluble base, is prescribed, 
with directions to massage it into the scalp 
with the finger tips the night before sham- 
poo. 

3. Care of the skin of the face. Oily skin 
characterizes acne and this excessive oil ap- 
pears to irritate the skin and should be re- 
moved several times a day. A detergent oil 
or a detergent cake preparation which is a 
sulphonated oil and does not contain any 
alkali is recommended. Such detergents are 
available under trade names of “Allercreme 
Detergent Oil,”’ “Acidulate,” “Physoderm,” 
“Dermolate,” “Louila,” and many others. The 
patient is instructed to wash the face with 
warm water for two or three minutes and 
then to pour a half teaspoonful (estimated) 
of the detergent oil in one palm, rub the 
palms together, and then rub the face well 
for one minute; then rinse first with warm 
water and then with cold water. This cleans- 
ing is done morning and night. 

4. Surgical treatment. The careful re- 
moval of comedones with a “Schamberg” 
comedone extractor is accomplished in the 
office. The nustules are incised with a sharp, 
sterile cataract knife, or a number 11 Bard- 
Parker blade and the contents evacuated 
with gentle pressure and the bleeding con- 
trolled by hot compresses or towels. This 
procedure is also done in the office and at 
first the interval is one week, later two 
weeks, later once a month, until the patient 
is well. This type of surgical drainage hast- 
ens the resolution of the pustules, reduces 
scarring, and does not result in the spreading 
of bacterial infection. The removal of the 
comedones reduces the inflammation of the 
follicle and may prevent a subsequent pustule 
by promoting drainage of the oil from the oil 
gland. Resistant cysts are incised and cur- 
etted with an eye curette and swabbed with 
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a small applicator wet with liquid phenol anc 
followed with an applicator wet with alcoho! 
This may appear a severe procedure but is 
well accepted by a patient who has lived wit! 
his acne for years. 


5. Local applications. In the mild o 
comedone type the previously describe 
cleansing of the face may be all that is nec 
essary to reduce the oiliness of the skin. I 
the more severe papular and pustular typ: 
it is advisable to use a drying-exfoliating lo 
tion such as Sulphur-Resorcin lotion at bed 
time after cleansing the face. An occasiona 
patient will be sensitive to Resorcin and if s: 
it can be discontinued with the first evidenc 
of dermatitis. In teen-age girls with oily ski: 
and considerable erythema and selfconscious 
ness, a drying foundation lotion is prescribe: 
for day use. One such preparation that i 
easily available is Almay’s foundation lotion 
This acts as a drying agent as well as a 
cover-up powder which helps the patient’s 
morale until marked improvement is obtain 
ed. 


6. Preparations by mouth. Vitamin A 
Straumfjord™ and others have written on 
the effects of vitamin A on acne. There is no 
particular evidence of vitamin A deficiency) 
in patients with acne but its use, in 100,000 
unit doses at bedtime, has been so helpful in 
managing acne in adolescence that the author 
prescribes it routinely. It brings about a cer 
tain normal dryness of the skin and the pus- 
tules and comedones that do develop are few 
er in number and less severe. This form of 
therapy should be maintained for at least a 
year after all evidence of acne has disap- 
peared. 


7. Adequate rest and sleep. Eight hours 
of sleep daily is an important part of the 
therapy for adolescent acne. 


8. X-ray therapy. It is acknowledged 
that there are severe cases of acne which wil 
not satisfactorily respond to the above-men 
tioned procedure and in spite of the treat 
ment develop deep pustules, abscesses, 0 
cysts. It is in these cases that x-ray seem: 
indicated. There is a mistaken idea amon; 
the parents of acne patients that x-ray scar: 
the skin, but this has been disproved b: 
treating a series of cases on one side of th: 
face and then observing the patient for si> 
months. Many such studies have proved tha 
it is the destruction of tissue by the pustule: 
and subsequent abscess formation that leac 
to the pitted scars and not the x-ray. The 
best accepted dosage is 75 r units’ to each 
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side of the face at weekly intervals for a 
total of eight to 12 treatments. The eyes, the 
hair margins, and the lips are protected with 
lead. The consensus of opinion is that such 
conservative doses will not result in atrophy 
or wrinkling of the skin years later. The 
ithor feels that x-ray should not be given 
(o any patient under 16 years of age since 
tre incidence of recurrence is higher in this 
yung age group. 
This type of therapy does not atrophy the 
| glands but does destroy the radio-sensitive 
mphocyte which makes up a large part of 
the cellular infiltrate in the papule, pustule, 
r cyst. There should be no overlap of the 
treated areas. The voltage used should be 
hetween 60 KV and 80 KV, and the milliam- 
erage between 3 and 5 M.A. The average 
istance between the target and the skin 
should be approximately eight to 11 inches. 
‘he roentgen unit output should be calibrat- 
ed at regular intervals with an “r”’ meter 
such as the Victoreen “r’’ meter. The use of 
x-ray therapy implies the same degree of re- 
sponsibility and skill as that in surgery or 
any specialized branch of medicine. 


SUMMARY 
1. Acne vulgaris is a common skin dis- 
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ease of adolescence and is thought to have 
many etiological factors. 

2. The use of local and general measures 
is suggested as a therapeutic approach. 

3. There is yet much to be desired in a 
satisfactory explanation as to the cause and 
treatment of acne vulgaris. 


BIBLIOGRAPHY 


1 George C. Andrews: Disease of the Skin. Third edition 
Philadelphia: W. B. Saunders Company, 1946. Pp. 226 

2. J. H. Stokes and A. D. King: Acne Vulgaris: Heredity 
in Etiology Background, Arch. Dermatology and Syphilology, 
26:456-462, (Sept.) 1932 

3 B. Bloch: Metabolism, Endocrine Glands, and Skin Dis 
eases, With Special Reference to Acne Vulgaris and Xanthoma 
British J. Dermatology, 43:61-87, (Feb.) 1931 

4 E. L. Cohen: Endocrine Factors in Acne Vulgaris, Brit 
ish J. Dermatology, 53:231, (Aug. and Sept.) 1941 and 52:269, 
(Oct.) 1941 

5. A. Whitfield: Some Notes on Acne Vulgaris, British J 
Dermatology, 46:257-266, (June) 1934 

6. J. H. Stokes, H. Beerman, and N. R. Ingraham, Jr.: 
Carbohydrates and Water Metabolism and Vitamins in Derma- 
titis, Am. Jr. M. Se., 195:562-574, (April) 1938 

7 A. Bregman: New Conceptions of Etiology and Patho 
genesis of Acne Vulgaris, Arch. Dermatology and Syphilology 
36:758-759, (Oct.) 1937 

8. J. H. Stokes and T. H. Sternberg: Factor Analysis of 
Acne Complex with Therapeutic Comment, Arch. Dermatology 
and Syphilology, 40:345-367, (Sept.) 1939 

9 R. K. Sutton, Jr.: Acne Vulgaris, Pustular Lipoidosis 
Successful Treatment Based on Control of Lipoid Metabolism of 
Low Fat Diet and Thyroid Extract, Southern Medical Journal, 
34:1071-1082, (Oct.) 1941 

10. G. Marshall Crawford and J. H. Swartz: Acne and the 
Carbohydrates, Arch. Dermatology and Syphilology, 33:1035 
1041, (June) 1936 

11 Jon V. Straumfjord: Vitamin A: Its Effect on Acne, A 
Study of One Hundred Patients, Northwest Medical Journal, 
42:219-225, (Aug.) 1943 

12 Leslie M. Smith: Results of Treatments of Acne Vulgaris 
by X-Ray and Other Physical Methods, Texas State Medical 
Journal, 38:512-513, (Dec.) 1942 


MEET OUR CONTRIBUTORS 


Onis G. Hazel, M.D., Oklahoma City, is the author of 
**Aene Vulgaris in Adolescence’’ appearing in this issue. 
He is a graduate of the University of Oklahoma School 
of Medicine (’31) and limits his practice to dermatology. 
it. Hazel is a member of the American Academy of 
Dermatology and Syphilology and a diplomate of the 
\merican Board of Dermatology and Syphilology. He is a 
member of the Board of Directors of the Oklahoma 
County Medical society and a delegate to the State Medi- 
al Association from his county society. He received his 
master of science degree from Johns Hopkins University 

1930 and his doctor of science in medicine degree 
from Columbia University in 1937. Dr. Hazel served with 
the Army Medical Corps during the recent war with the 
rank of lieutenant colonei. 


Walter F. Sethney, M.D., of Tulsa, who is the author 

‘*The Electrolytes in Treatment,’’ is a graduate of 
lumbia University College of Physicians and Surgeons, 
ass of ‘38. He is a diplomate of the American Board 
f Pediatrics. Dr. Sethney previously was located in 
Menominee, Michigan, with the U. 8. Army. He limits 
Ss practice to pediatrics. 

Charles H. Haralson, M.D., of Tulsa, is the author of 
Cataracts.’’ He received his medical education in 
eorgia, graduating in 1914, and limits his practice to 
hthalmology. 

A. Brooks Abshier, M.D., of Oklahoma City, is the 
ithor of ‘‘Common Fungous Infections.’’ He is a 


member of the American Academy of Dermatology and 
Syphilology and a diplomate of the American Board of 
Dermatology and Syphilology. A graduate of the Baylor 
University School of Medicine in 1931, he was previously 
located in New York City and San Antonio, Texas 


T. R. Turner, M.D., A.B., M.S. in Neurology and 
Psychiatry, of Tulsa, is the author of ‘‘The Use of 
Curare in Electric Shock Therapy.’’ He is a graduate 
of Baylor University College of Medicine class of °41 
and completed a three-year fellowship in Neurology and 
Psychiatry at the Mayo Clinic, Rochester, Minn. He has 
practiced in Tulsa during the past two years, and limits 
his practice to neurology and psychiatry. 


Floyd Moorman, M.D., F.A.C.P., and Bela Halpert, 
M.D., Oklahoma City, presented the Clinical Pathologic 
Conference which is reported in this issue. Dr. Moorman 
received his medical degree from the University of Louis 
ville in 1925, and limits his practice to diseases of the 
chest. He belongs to the American College of Chest 
Physicians, the American College of Physicians, and the 
American Trudeau Society, and is Chairman of the Okla 
homa State Medical Association’s Committee for the 
Study and Control of Tuberculosis. Dr. Halpert is Di- 
rector of Laboratories at the Oklahoma University School 
of Medicine and a graduate of the Medical School of 
Prague, Czechoslovakia. He has previously been mention 
ed in this column in connection with presentation of the 
Clinical Pathologic Conferences. 





330 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


August, 1947 


THE ELECTROLYTES IN TREATMENT? 


WALTER F. SETHNEY, M.D. 


TULSA, OKLAHOMA 


The newborn baby comes into this world 
physiologically equipped to carry on all func- 
tions necessary for the maintenance of life. 
As a newborn he is faced with many prob- 
lems, a few among them being breathing, 
temperature regulation, swallowing, etc. For 
many of these problems he is totally depend- 
ent upon his mother; for others he is self- 
sufficient. The equilibrium of the electrolytes, 
and the interrelated acid-base equilibrium, 
constitute one of these automatic self-suffici- 
ent systems and it is our present topic of 
discussion. 

The pH of the body is maintained between 
7.35 and 7.45 by a delicate buffer system 
consisting of the proteins, phosphates, and 
carbonates. The carbonate, or more accurate- 
ly the bicarbonate-carbonic acid ratio, is by 
far the most important. The concentration 
of bicarbonate in the plasma can be readily 
determined in the laboratory by the Van 
Slyke method, and, thus, we have a reliable 
means of seeing what is going on at any 
given time, as the CO, combining power of 
the plasma indicates the alkaline reserve of 
bicarbonate in the body fluids. 

Whenever there is an increased production 
of acids by the body or an increased loss of 
alkali from the body the condition of acidosis 
develops. Here the buffers of the plasma 
come into play in order to keep the pH con- 
stant. The buffers receive help from the kid- 
neys since they are able to secrete an acid 
urine and by the formation of ammonia 
(from urea) there is a tendency to neutralize 
the excess acid. 

During this time the bicarbonate of the 
plasma decreases since there are extra acid 
radicals that must be neutralized and this 
is done at the expense of the bicarbonate. 
This decrease follows the mathematical 
formula 
H— X HCO,— _ = H,CO, 

H,CO, tee-°. a 

Conditions causing such an acidosis may 
be summarized as follows: First, those in 
which there is an increased production of 
acid in the body, and second, those in which 
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there is an excess loss of mineral base fron 
the body. 


Among the former group, those of increas- 
ed production of acid we have conditions ip 
which there is excess ingestion of acid pro- 
ducing salts such as ammonium chloride, 
boric acid, or salicylates and the type in 


which there is an abnormal production of 


acids in the body as seen in diabetes. Then, 
there is the group in which there is impaired 


excretion of acids by the kidney as seen in ne- 


phritis, starvation and dehydration with its 
subsequent suppression of urine and, finally, 
the group in which there is impaired remova! 
of CO, from the lungs as seen in marked 
pulmonary disease. 


In the latter group of causes of acidosis, 
those in which there is an excess loss of 
mineral base from the body, we find the diar- 
rheas, dysenteries, and cases in which ther« 
is a fistula. 


Clinically the most reliable sign of acidosis 
is a deep pauseless rapid type of breathing 
known as hyperpnea associated with a dry 
skin. The urine is acid in reaction. The diag- 
nosis is confirmed by the laboratory finding 
of a low CO, combining power. 


In treating the acidosis we must first sup- 
ply fluids, usually parenteral fluids in order 
to correct the dehydration. But dehydration 
is more than a reduction of the insterstitia! 
fluids: it is a deficiency of water and miner. 
als usually associated with a reduction of 
blood plasma. If the acidosis is mild and if 
the kidneys are functioning properly a norm 
al saline solution may be used, and, as th: 
kidney is capable of selectively secreting th: 
chloride and retaining the sodium, the acido 
sis will be overcome. However, in the mor: 
severe cases of acidosis Ringer’s solution 1 
preferable to normal saline because in ad 
dition to the sodium and chloride ions | 
supplies fixed base in the form of potassium 
calcium, and magnesium and is indicated i1 
all forms of severe dehydration particular]: 
when large amounts of gastrointestinal se- 
cretions have been lost as in vomiting, diar 
rhea, diabetic acidosis, and severe infections 
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It is necessary, also, to supply the body with 
extra alkali in order to correct the acidosis 
more rapidly. Of the types of alkali that can 
be given intravenously sodium bicarbonate 
and sodium lactate are the most convenient. 


There should be no mystery about the use 
of sodium bicarbonate as it can safely be 
given intravenously without too much fear 
of untoward reaction. It cannot be autoclaved 
and sterilized as it is not stable, but if a 
fresh package of soda is opened and with a 
clean spatula some of it removed, it can be 
transferred to clean filter paper and weighed, 
f desired, then dissolved in the sterile water 
and given intravenously. It has been shown 
that one gram of soda bicarbonate per kilo- 
gram of body weight will increase the plasma 
CO, about 35 vol. per 100 ec. Thus, if a CO, 
combining power is determined it is easy to 
calculate the exact amount of soda bicarbon- 
ate necessary to bring the CO, combining 
power up to the normal between 45-65 vol. 
per 100 ec. The figures in children are slight- 
ly lower, from 40-55 to 60 being considered 
normal. 

Sodium lactate can be given intraven- 
ously. It is given as a 1/6 Molar solution 
which is isotonic and which can be purchased 
ready prepared from the Baxter Company or 
can be obtained as a 1 Molar solution from 
Eli Lilly. This latter solution must be diluted 
with five volumes of sterile water in order to 
make it isotonic before it can be used. One 
cc. of a 1/6 Molar sodium lactate solution per 
kilogram of body weight will raise the 
plasma CO, 1.8 volumes per 100 cc. 

A few typical examples will be given. In 
the case of a baby with a severe diarrhea 
and in acidosis it is imperative to give fluids 
to combat the dehydration. In addition to the 
fluids it is neccesary to supply electrolytes 
in the form of Ringer’s solution. This fluid 
may be given intravenously in the amount of 
10 ec. per pound of body weight for any 
one administration and repeated as soon as 
four hours later. If the infusion is to be given 
continuously it can be given at the rate of 
three cc. per pound per hour. If so desired, 
and it is advisable to do so, this can be aug- 
mented by giving subcutaneous fluid. 

The problem has not yet been completely 
solved, as the diarrhea continues and the 
baby continues to lose fixed base in the stools, 
and he has an accumulation of acid phos- 
phates and sulfates in his plasma since the 
kidneys have shut down during the period of 
dehydration. Now by the addition of sodium 
bicarbonate or lactate to our fluid regime we 
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can compensate for the loss of fixed base and 
neutralize the acid products of the plasma. 
Now, and only now, may other forms of ther- 
apy directed toward controlling the diarrhea 
be instituted, it being understood that any 
glucose solution given furnishes extra fuel 
for the body and that blood transfusions are 
an invaluable adjunct in therapy. 

Another example is one that is encounter- 
ed by most doctors regardless of their field 
of practice: namely, the treatment of a pa- 
tient in diabetic acidosis. Here the patient is 
dehydrated and in addition to the dehydra- 
tion the polyuria and vomiting cause the loss 
of fixed base by way of the kidneys. Because 
of the abnormal! combustion of his fats there 
is an accumulation of ketone bodies which 
are acid in reaction and tend to increase the 
acidosis. In treating this patient fluids should 
be given intravenously to combat the dehy- 
dration, and soda bicarbonate or sodium lac- 
tate should be given, also, in order to com- 
pensate for the loss of fixed base and to 
neutralize the ketosis. The administration of 
alkali in this manner leads to a quicker re- 
covery and is often life saving. The intra- 
venous use of glucose and the administration 
of insulin are essential parts in the treatment 
of a patient with diabetic coma. 

Clinically patients with acidosis greatly 
outnumber those with alkalosis. 

Alkalosis is the result of an excess accumu- 
lation of alkali in the body or an excess loss 
of acid from the body. In either instance the 
plasma CO, will rise. 

Summarizing the causes of alkalosis we 
have first those cases caused by the accumu- 
lation of alkali as seen when there is an over 
ingestion of alkali, usually soda bicarbonate 
and particularly when there is impaired 
renal function; second, those cases of alkalo- 
sis caused by an excess loss of acid from the 
body as seen in patients with vomiting, par- 
ticularly the vomiting of pyloric stenosis or 
pertussis; and third, the cases seen where 
there is an overventilation by the lungs with 
an increased loss of CO, as illustrated by 
patients with organic brain disease. 

Alkalosis gives no constant clinical signs 
but respirations are usually slow with peri- 
ods of apnea and may go on to the production 
of tetany. 

An increase in the plasma CO, will make 
the diagnosis. 

Treatment depends upon the selective 
power of secretion of the kidneys in getting 
rid of the excess base, and theoretically at 
least upon the administration of acid radi- 
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cals. The inhalation of CO, is also useful. 


To those of us in pediatrics who are deal- 
ing with infants whose physiology is not as 
stable as that of the adult these changes are 
of great importance and are more readily 
noticed owing to great lability of the baby. 
However, it is my belief that many adults 
exhibit similar changes true enough to a less- 
er but none the less definite degree. You have 
all seen them in the diabetic and you have 
all seen patients with profound vomiting or 
dysentery with renal disease, pulmonary dis- 
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ease, or organic brain disease. It is onl) 


natural to stress the pathology and direct al 


treatment toward the correction of this con- 


dition. In many cases, I feel sure, the fac 
that the patient may be in acidosis is over 
looked, when by the simple procedure of d« 
termining a plasma CO, it would be possib! 
to treat the patient a bit more expertly, t 
get him well a bit faster, to more clear! 
understand his clinical signs and symptom 
if you would heed a pediatrician’s plea an 
give some consideration to the electrolyté 
in treatment. 


CATARACTS * 


CHARLES H. HARALSON, M.D. 


TULSA, OKLAHOMA 


Cataracts may be defined as any change in 
capsule or cortex which alters the refractive 
index of the crystalline lens. The metabolism 
of the crystalline lens is directly associated 
with body metabolism. It therefore follows 
that any systemic disease may be the etio- 
logical factor in lens changes. Hence, lens 
opacities require a complete evaluation of 
that individual’s past and present health. 


Adult lens changes which occur before the 
age of 60 are usually toxic in origin, and 
must be diagnosed and treated; otherwise, 
any type of surgery is followed by compli- 
cations and visual loss. 


Lens changes after the age of 60 are clas- 
sified as senile changes, and by many ob- 
servers are considered to be inevitable. That 
I do not believe to be true. Careful evaluation 
of the patient’s physical status and the cor- 
rection of faulty habits seems to affect the 
progress of the cataracts very favorably. 


The usual cataract patient consults his 
physician complaining of photophobia, spots 
before the eyes, dizziness, or headaches. 
These are vague and indefinite symptoms; 
however, their repetition should call for an 
inspection of the eyes. 

The other cataract patient is “smart” and 
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knows that he should see about glasses, drops 
into the establishment under the first sign 
that he or his neighbor can recall, and buys 
a pair of glasses. This he repeats until such 
a time that he can no longer be made to se 
He is then told that the doctor would not fit 
him, thereby proving that the doctor is an 
honest man. 


The cataract patient who by reference o: 
contact consults an ophthalmologist has :; 
right to expect to continue to see. This righ‘ 
can be protected only by methodical inspe 
tion of the eye and evaluation of the patient 
physical status. Routine eye examinatio 
should include visual acuity, intraocular te: 
sion, examination of the iris, light reflexe: 
and structure; under cycloplegia the lens a 
anterior segment of the vitreous should | 
examined with the corneal microspoe. 


Fundus examination, when possible, aid 
greatly in the prognosis. Dilated veins, scle 
rotic arteries, and liquid vitreous are war! 
ing signals, and must be taken into conside! 
ation when outlining the management of th 
problem. Cataracts that are too advanced t 
allow inspection of the vitreous or fundu 
may be evaluated by light projection and mc 
tility of the iris. Inspection of the other ey 
gives fairly reliable information about th 
posterior segment of the cataractus eye. 
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Both eyes should be fitted in lenses, and the 
patient should have a complete physical in- 
spection ; all foci of infection should be evalu- 
ated, and either removed or taken into con- 
sideration in the method of handling the pa- 
tient. The patient should be given definite 
instructions, and should be required to return 
for examination as often as is indicated. 

The time of operation in the routine cata- 
ract is optional; the lens may be removed at 
any time up to maturity, at which time sur- 
gery is imperative, the hypermature cataract 
being a distinct hazard to a successful result. 

Management of the early cataract is most 
important. The patient becomes eye-minded 
for the first time, talks eyes and seeks infor- 
mation from most inadequate sources, and 
in evaluating symptoms is often led astray, 
ending up with complications that are ex- 
cruciatingly painful, expensive, and that re- 
sult in visual loss. 

Early lens changes produce a gradual loss 
of visual acuity, the visual loss being so grad- 
ual that the patient is not conscious of any 
inconvenience and thinks the glasses are 
dirty or ascribes the inconvenience to the 
way he feels. Later he finds that the vision 
is better without glasses and boasts of second 
sight. This is due to the development of a 
lenticular myopia, and is always evidence of 
lens swelling, and development of lens opaci- 
ties. This often occurs without eye symptoms, 
until the individual’s attention is, by com- 
parison, called to the visual loss. At this time 
glasses are changed and a small improvement 
in vision is appreciated, and the patient is 
lulled in to a false sense of security, rightly 
thinking that anyone who is licensed to 
examine eyes would undoubtedly have found 
such a common thing as cataracts. 

Unfortunately, the number of such eyes is 
entirely too large. Many eyes are seen that 
have been destroyed by glaucoma while wait- 
ing for the total loss of vision on the advice 
of reputable practitioners. This can and 
should be prevented by constant observation 
of all cataractus eyes until they are quiescent 
or the lens has been removed. This is not 
easy, but is the responsibility that the ex- 
amining physician must assume if he is to 
fulfill his obligation to this group of patients. 

Cataract extraction is one of the oldest 
surgical procedures. Volumes have been writ- 
ten on diagnosis, etiology, technique, and 
postoperative treatment. In spite of this, the 
incidence of failure is too large. Differences 
in technique, while important, are not the 
answer. The controversy between intracap- 


JOURNAL OF THE OKLAHOMA STATE MEpDIVAL ASSOCIATION 333 


sular and extracapsular extraction of the 
crystalline lens continues. 

In the hands of an ophthalmic surgeon 
either intra- or extracapsular extraction 
gives satisfactory results. The small advant- 
age of the extracapsular extraction in skill 
required for extraction of the lens is compen- 
sated for by the extra hazard of lens cortex 
and subsequent operative procedures requir- 
ed for the completion of the procedure. 

Complicated cataracts have their individ- 
ual problems that must be dealt with as indi- 
cated ; therefore, no dogmatic statements can 
be made. However, it is my observation that 
the lens should be removed in the capsule if 
it is at all possible, the complications that 
occur during the surgical procedure being 
much less serious than those complications 
which occur following surgery in the extra- 
capsular extractions. 

Preoperative treatment is of the utmost 
importance in successful cataract surgery. 
The patient must be in the best possible 
physical condition ; careful attention to detail 
is imperative if complications are to be 
avoided. 

Preoperative ocular examination should be 
complete — cornea, anterior chamber, iris, 
and lens, with attention paid to the promi- 
nence of the globe and the size of the lid 
aperture. 

My routine for cataract extraction: (1) 
Adequate sedation, (2) akinesia of lids (Van 
Lint), (3) thorough anesthesia, (4) retro- 
bulbar injection, (5) canthoplasty when in- 
dicated, (6) superior rectus suture, corneo- 
scleral section made from ten to two o’clock 
with a Graefe knife, (7) two corneo-scleral 
sutures, (8) full corneal section completed 
with scissors, (9) iridectomy, (10) lens re- 
moved in capsule by forceps or suction cup, 
(11) corneo-scleral sutures tied, (12) iris re- 
placed, and (13) binocular dressing. 

After care the patient is kept on back for 
four hours, after which time he may be turn- 
ed on either side, the head to be kept flat for 
at least a week. 

CONCLUSIONS 

Early diagnosis of lens changes is practi- 
cal and will definitely decrease visual loss. 

Cataractus eyes are diseased eyes and 
should be under observation until arrested or 


operated. 
Time of operation can be arranged to suit 
the convenience of the patient — the cata- 


racts do not have to be mature. 
The intracapsular removal of the lens 
gives the best chance for good visual acuity. 
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COMMON FUNGOUS INFECTIONS* 





A. BrRooKs ABSHIER, M.D. 


OKLAHOMA CITY, OKLAHOMA 





Among the dermatologic diseases which 
the general practitioner may be called on to 
treat, the skin affections produced by fungi 
make perhaps the largest single group. This 
discussion will be limited to the superficial 
and deep types of fungous infections com- 
monly encountered in everyday practice. 

Dermatophytosis is manifested clinically 
in three forms as follows: 

1. The interdigital variety, with scaling 
between the toes varying from the mild 
grade to the severely macerated, white, soggy 
epidermis, accompanied by fissuring, swell- 
ing of the toes, secondary dermatitis and 
pyogenic infections of the contiguous skin 
surfaces. 

2. The acute vesicular type, which usual- 
ly appears on the sole and extends along the 
arch on the dorsum of the foot. The vesicles 
rupture or become desiccated, leaving crusted 
and finally superficial erythematous areas 
surrounded by a scaly collarette. 

3. The hyperkeratotic type, which favors 
the sole, the arch, and the region of the ankle. 
The lesion is usually well circumscribed, dry, 
scaly, and erythematous. 

The interdigital type usually accompanies 
the other two varieties. Itching is the most 
important subjective symptom. Hyperhidro- 
sis is frequently present. Secondary infection 
may take place, producing lymphangitis and 
adenitis of the inguinal glands. 

Allergic id reactions may occur on distant 
parts, due to hematogenous transmission of 
fungous toxins. The most common site for 
dermatophytid is the hand. There the lesions 
occur as small vesicles on the sides of the 
fingers or often as small, deep, tense vesicles 
on the palms. Often the development of the 
id reaction is initiated by too zealous treat- 
ment of the original infection of the foot. Ids 
constitute the group of hematogenous myco- 
ses and develop usually in the course of acute 
inflammatory mycotic diseases which cause 
a general sensitization and allergic condition 
of the skin. 

The presence of an accompanying fungous 
infection of the feet does not prove that a 
given vesicular eruption of the hands is a 
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phytid, since a fairly high proportion of t! 
population may have some degree of fungo 
infection of the feet. The true phytid eru;- 
tion occurs about the thenar and hypothenar 
areas and on the sides of the fingers, and in 
severe cases may cover a large part of tl 
hand. The vesicles are usually pin-head sized, 
clear, and finally dry, forming brownish 
scales. 


In differential diagnosis superficial fun- 
gous infections of the hands are most con- 
fusing. Contact dermatitis is usually mani- 
fest by areas of erythema, scaling, thin-wall- 
ed vesicles, papules, and wheals. It is rarely 
symmetrical, usually involves the dorsa, 
starts on one area, and spreads slowly or 
rapidly. Bacterial infections follow previous 
dermatitis or trauma and are indolent, pustu- 
lar, and crusted. Nummular eczema is a pe- 
culiar eruption appearing on the dorsa of the 
hands and anterolateral aspects of the ex- 
tremities. The lesions start as a group of 
vesicles and rapidly become a brilliant red, 
elevated, circular, oozing patch which in- 
volutes by clearing in the center, spreading 
peripherally until healing occurs. 


The clinical manifestations of many ec- 
zematous fungous affections so closely re- 
semble other eczematous processes that an 
unequivocal diagnosis cannot be made, or can 
be made only after long and careful study 
and by exclusion of other possible causes 
including contact dermatitis. 


A thorough knowledge of the actions of 
a few valuable remedies and a sufficient ac 
quaintance with their use is more importan! 
than the haphazard application of many. A 
common error in the management of derma- 
tophytosis is the application of the stronges' 
possible fungicidal agent. The acute denuded, 
weeping, erythematous fungous dermatiti 
is best treated by wet dressings such as po- 
tassium permanganate 1:10,000 dilution. Fo 
the subacute form use a lotion, i. e. five pe 
cent liquor carbonis detergens in calamine- 
zine oxide lotion or, if secondarily infected 
three per cent ammoniated mercury oint- 
ment. Only the healing and scaly, thickened 
manifestations should be treated with strong 
keratolytic agents such as Whitfield’s oint 
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ment, half to full strength. Most proprietary 
remedies fall in this last group, and applied 
indiscriminately, produce the many compli- 
cations seen in everyday practice. While 
remedies such as gentian violet and other 
dyes. are powerful fungicides, they do not 
find favor in the eyes of the average Ameri- 
can who goes swimming or who exposes his 
feet in locker rooms and gymnasiums. X-ray 
in fractional doses is a valuable adjunctive 
measure in the subacute and chronic stages. 


Two points are particularly to be stressed : 
quiescent foci are at best left alone — stir- 
ring them up may produce or maintain a 
generalized dermatophytid eruption. When a 
refractory id exists, treatment of the focus, 
reduction of the number of fungi present, 
and concomitant reduction of circulating al- 
lergens is indicated. Great caution must be 
used to prevent the use of x-ray exceeding 
the tolerance of the affected areas. Often the 
patient, and not the physician, is to blame 
for excessive dosage, for in order to obtain 
relief from a present attack, some patients 
will deliberately withhold information re- 
garding previous treatment, having learned 
that this information will lead to a refusal 
to administer further x-ray. 


Systemic measures of value include reduc- 
tion of weight and carbohydrate intake. 
Treatment for hyperhidrosis and superficial 
fungous disease may consist in managing 
an underlying tuberculosis or vasomotor in- 
stability, some dyshormonal condition, some 
neurologic disease or even some psychoneu- 
rotic state. 

Acute attacks of dermatophytosis are us- 
ually due to a flare-up of a dormant infection 
and are not often due to picking up fungi 
from bath mats, floors, bath tubs, etc. There 
is a close relationship between sanitary 
habits of the subject and presence of fungous 
infection of the feet. There is no significant 
difference in the incidence of fungous infec- 
tion among those who use gymnasium dress- 
ing rooms and showers frequently and those 
who do not use them at all. Family contacts 
appear to be of no importance in causing 
ringworm infection. Conjugal and familial 
transmission of fungous diseases is either 
nonexistent or a great rarity. Note that Pack 
and Schwartz could not culture any fungi 
from shower room floorings which had just 
been used by several hundred workers. Steri- 
lizing measures are useless. 

The infection is favored by increased 
sweating, often induced by flat feet and the 
wearing of ill fitting shoes. Prevention of 
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attacks is founded on prevention of friction, 
moisture, and maceration and on the acidi- 
fication of intertriginous areas rather than 
on killing fungi. 


Involvement of the nails is manifested by 
the characteristic dull, lusterless, opaque ap- 
pearance. Infection may produce deformity 
of the nail plate, or separation of the nail 
plate by an underlying hyperkeratosis. Con- 
siderable difficulty may be met with in the 
diagnosis of mycotic affection of the nails 
which may be mistaken for eczema of the 
nail bed, chronic onychia, trophic disturb- 
ances, changes due to traumatism or to other 
diseases like psoriasis, lichen planus, or syph- 
ilis. Quiescent foci in the nails do not usually 
lead to mycotic skin diseases elsewhere. If 
the nail and periungual tissues are not them- 
selves causing local trouble, they can gener- 
ally be left alone. If badly infected mycotic 
nails are to be treated, avulsion followed by 
local treatment is the method of choice. In 
my opinion surgical avulsion of badly infect- 
ed nails is indicated only when it is probable 
that the fungi in such nails are actual causes 
of therapy-resistant dermatitis or when the 
nail itself is giving trouble. In most cases, 
even badly infected nails give rise to little 
if any trouble and rarely produce mycotic 
infection of the skin; in such quiescent cases 
leave the nails strictly alone. If they are the 
source of skin infection scrape them down 
and apply x-ray or chrysarobin tincture to 
reduce the quantity of allergen to a satis- 
factory degree. The condition is usually stub- 
born and may resist even repeated avulsions. 


Ringworm of the general surface, or tinea 
circinata, occurs as one, several, or more 
small, slightly elevated, sharply limited, 
somewhat scaly, hyperemic spots. Usually the 
patch or patches are from one-half to one 
inch in diameter, the innermost or central 
part pale red, or of apparently normal color, 
with or without scaliness, and the outer por- 
tion somewhat elevated, mildly inflammatory, 
and scaly. At times, when close together, 
several may merge and form a large, irregu- 
lar, gyrate patch. The most frequent sites for 
ringworm are the face, neck, hands, and 
forearms, although they may be seen any- 
where on the smooth surface. 


Tinea circinata may be mistaken for cir- 
cinate patches of seborrheic dermatitis, pity- 
riasis rosea, psoriasis, or even for a super- 
ficial serpiginous tertiary syphilide. The le- 
sions of seborrheic dermatitis are yellow and 
greasy and are generally located on the pre- 
sternal and interscapular regions, sites not 
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commonly attacked by ringworm. In psoria- 
sis the circinate and gyrate figures have a 
broader border which is bright pink in color 
and covered with silvery scales. The patches 
of.pityriasis rosea are delicate, oval in shape, 
with a pinkish border which is not raised and 
which encloses a characteristic fawn-tinted 
center. Syphilitic lesions are differentiated 
by being indurated, of a deep brownish-red 
color, and having no scales. 


The treatment of tinea circinata consists 
of painting the lesions with dilute tincture 
of iodine or the application of half-strength 
Whitfield’s ointment. 


Another form affecting the genitocrural 
region is known as tinea cruris. It may begin 
here, as the ordinary superficial ring type, 
usually several or more areas soon present- 
ing, or quite frequently as an intertrigo or a 
superficial intertriginous eczematoid erup- 
tion. The center may be paler and less in- 
volved, or actively irritated, while the peri- 
phery still extends in one or more annular 
festoons down the inner side of the thigh or 
upward over the buttocks. Favored by heat 
and moisture the malady may spread rapidly, 
the whole of the genitocrural region may be- 
come involved, even, in extreme cases, ex- 
tending some distance down the thighs, up- 
ward on the pubic region, and backward to 
the anus and immediate neighborhood. In 
women it may also extend onto the mucous 
membrane of the vulva. Occasionally this 
type is also observed in one or both avillae. 

In the acute inflammatory stage treatment 
should consist of moist compresses of po- 
tassium permanganate 1:10,000. Most cases 
are encountered in the dry, scaly stage which 
can be cured within two to three weeks with 
the daily application of three per cent sali- 
cylic acid and six per cent precipitated sul- 
phur in white vaseline. 

Tinea versicolor is another common fun- 
gous infection, caused by the Microsporon 
furfur, which produces fawn-colored, finely 
desquamative, guttate, nummular or palm- 
sized patches. These tend to run together and 
usually occur on the upper part of the trunk. 
The individual patches are yellowish or 
brownish macules, which gradually increase 
in size and coalesce to form extensive, deli- 
cately scaling lesions. 

Tinea versicolor must be differentiated 
from seborrheic dermatitis and syphilis. In 
seborrheic dermatitis the patches have an 
erythematous yellowish tint and the scales 
are soft and greasy, whereas in tinea versi- 
color the scales are bran like. The macular 
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syphilide consists of faint pink lesions, less 
than one centimeter in diameter, which ar: 
distributed principally on the sides of th: 
trunk and flexor aspects of the extremities. 

The mycelia of the fungus have a protec- 
tive action against light. After prolonged 
exposure to the sun the normal skin may 
become tanned and the areas affected by th: 
fungus will apear white as in leucoderma. In 
this case treatment must be directed at th 
apparently depigmented patches and, after a 
cure is effected, the skin is exposed to th 
sun until an even tan is obtained. 

The disease responds readily to simp 
treatment but this must be persistent and 
thorough as there is a likelihood of recur- 
rence if a small focus of fungus remains. Te 
per cent solution of sodium hyposulfite is 
applied morning and night for several week: 
The underwear and pajamas should be steri- 
lized by boiling, and changed daily. 

Monilia albicans is another common fun- 
gus affecting the skin and mucous mem- 
branes. In routine diagnostic work M. albi- 
cans is not encountered on the skin except in 
lesions of which it is apparently the cause; 
however, it is found in the stools in 18 per 
cent of normal persons. The presence of the 
organism in the intestine may be the sourc« 
of the infection in predisposed areas of the 
skin. 

Diabetes, obesity, alcoholism, vascular 
stasis, excessive immersion in water, hyper- 
hidrosis, and vitamin B deficiency are pre 
disposing factors. 

The intertriginous form is fairly common 
and mainly affects the submammary, gluteal, 
and inguinocrural folds where warmth, mois- 
ture, and maceration of the skin permit th« 
organism to thrive. 

About the anus there are whitening and 
fissuring. Similar lesions may occur beneath 
the breasts or in the umbilicus. In submam.- 
mary involvement, as in the groins, the pink- 
ish intertriginous moist patches are sur 
rounded by a thin overhanging fringe of 
somewhat macerated epidermis. 

The type of infection occurring in nursing 
infants usually commences around the anus 
spreading from there to the genitocrura! 
folds and down the thighs. The initial lesion: 
may appear as superficial vesicles, vesico 
pustules or erythematosquamous macules 
These lesions tend to coalesce forming con 
fluent patches. 

Lesions may be produced on the bucca! 
mucous membrane by monilia and are known 
as thrush. Clinically the condition manifests 
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itself as whitish membranous patches or 
plaques on the tongue and mucosa of the 
cheeks. The lesions may also take the form 
of an erythematous scaly dermatitis known 
as perleche which is found around the cor- 
ners of the mouth. 


On the finger webs monilia produces an 
oval-shapped area of macerated white skin. 
\s the condition progresses the macerated 
kin peels off, leaving a painful raw, denuded 
area, surrounded by a collar of overhanging 
white epidermis. It is nearly always the web 
etween the middle and ring fingers that is 
.ffected. The condition is called erosio inter- 
ligitalis. 


Infection of the tissues surrounding the 
iails is fairly common in females and those 
whose hands are frequently immersed in 
vater. Manicuring of the nails after washing 
frequently produces the original abrasion 
which serves as a portal of entry for the 
monilia. The condition produces a painful, 
polster-like swelling of the nail wall. The 
nail itself may become affected and become 
lusterless, furrowed, thickened, discolored, 
and brittle and may be raised from the nail 
bed. 

The best local remedy for Monilia infec- 
tions is a two per cent aqueous solution of 
gentian violet. Intramuscular injections of 
crude liver extract supplemented by vitamin 
B complex, particularly nicotinic acid, orally, 
are valuable adjunctive measures. 


Last in this group of common fungous in- 
fections is ringworm of the scalp, an infec- 
tious disease occurring principally in school 
children. The clinical picture shows one or 
more circular bald patches with mild eryth- 
ema, scaling, and crusting. The hairs in this 
area become loose and break off just above 
the skin surface, leaving stumps about 3 mm. 
long. Less commonly the patches may show 
follicular pustules, or they may form isolated, 
fluctuating, indolent abscesses, or be collected 
into an inflammatory swelling known as a 
kerion. 

Ringworm of the scalp may be caused by 
either the human type (M. audounin) or the 
animal type (M. lanosum). Infection with 
the human type is transmitted from child to 
child and tends to disappear spontaneously 
at puberty. The human type is very resistent 
to treatment, usually requiring x-ray epila- 
tion to effect a cure. The animal type which 
we see in abundance is usually acquired 
through contact with an infected cat or dog. 
Differentiation requires cultural studies. A 
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diagnosis of tinea capitis can be established 
by microscopic examination of a broken hair 
from the bald patch. The specimen should be 
allowed to soak for 10 to 15 minutes in a 
30 per cent solution cf potassium hydroxide. 
A cover slip is then applied with pressure 
and the specimen examined with the low 
power lens. The infected hair will be found 
invaded throughout with myriads of tiny 
bead-like spores. Another aid in diagnosis is 
ultraviolet light passed through a Woods 
filter composed of glass containing nickel 
oxide. Under this light infected hairs appear 
as short, luminous, bright yellowish-green 
stubs. This lamp is valuable in detection of 
both early and advanced cases as well as in 
determination of cure. 

As fungi flourish only in keratinized 
(dead) material they grow along the corre- 
sponding portion of the hair follicle. It is 
evident, then, that to treat this disease suc- 
cessfully the organism must be dislodged by 
the complete removal of the affected hairs. 
Sometimes this is accomplished spontaneous- 
ly by means of an inflammatory reaction 
around the hair follicles; but in many cases 
it is necessary to aid the process by mechani- 
al, chemical, and, in special cases, by x-ray 
epilation. 

Routine treatment consists of the follow- 
ing measures applied over a period of two or 
three months: 

1. The hair of the scalp is clipped off 
short or shaved. 

2. Daily shampoo of soap and water is 
given, the chief purpose of which is to re- 
move crusts, scales, and loose hairs. 

3. An antiparasitic preparation is mas- 
saged vigorously into the scalp twice daily 
for several minutes. The physician has the 
choice of several remedies, one example of 
which is two per cent iodine crystals, three 
per cent potassium iodide in equal parts of 
goose grease and lanolin. 

1. Wear a skull cap fashioned of material 
that can be sterilized, i.e., a stocking. 

5. In the course of treatment, filtered 
ultraviolet is used to check progress and to 
determine when cure has been accomplished. 

6. Diseased hairs are epilated when nec- 
essary. 
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While the drug curare has been known for 
centuries, and has been commonly used in 
experimental physiology for many years, it 
has not come into widespread clinical use 
until the present decade. In 1940 Bennett’ * 
pioneered in the use of this drug as a means 
of reducing traumatic complications in cor- 
vulsive shock therapy, and soon reliable 
standardized preparations were available. 
Since that time it has been widely used, not 
only for this purpose, but also to improve 
relaxation in anesthesia, as an aid to physi- 
cal therapy in various muscle disorders, and 
in a number of other clinical procedures. The 
purpose at this time is to review the method 
of administration of this drug and the ad- 
vantages of its use in electric convulsive 
therapy of mental disease. 


The present series represents a group in 
which the drug was routinely used. The tech- 
nique of administration was similar to that 
outlined by Bennett and various other work- 
ers in the field. The product used is the com- 
mercial Intocostrin, prepared by E. R. 
Squibb and Son, containing 20 units of 
curare per cc. While the suggested maximum 
dose is 1% unit per pound of body weight, 
ordinarily a dose somewhat smaller than this 
has been found satisfactory in this study. 
Women usually require a proportionately 
smaller dose than men, and certain allow- 
ances are made for obesity and the general 
physical condition of the patient. The drug 
is administered intravenously, slowly, and 
with a small needle, so that a minimum of 
one and one-half to two minutes elapses dur- 
ing the administration. 


It is well known that certain individuals, 
particularly those suffering from myasthenia 
gravis, are extremely sensitive to curare. It 
has been pointed out by Eaton*® and others 
that subclinical or unrecognized cases of this 
disease present definite hazards in the use of 
the drug. For this reason certain extra pre- 
cautions are taken the first time a patient is 











*Presented before the Section on Medicine of the Oklahoma 
State Medical Association at the Annual Meeting, May 16, 1947. 


treated. The patient is questioned for symp 
toms suggesting myasthenia, and a smal! 
test dose of not more than 20 per cent of th« 
estimated total dose is given first, followings 
which the patient is observed for a full two 
or three minutes for possible exaggerated 
effects. After the test dose has been admin- 
istered the remainder of the initial dose is 
given quite slowly with an eye on the waich, 
another two or three minutes being allowed 
to elapse, and the patient is observed care- 
fully for the effect produced. The treatment 
is not given for a full two minutes more, by 
which time the effect is approaching maxi- 
mum. The total dose on the first administra- 
tion is considerably less than the estimated 
maximum dose, ordinarily being about two 
cc. in the average female and somewhat 
more in the male, depending upon the body 
weight and the muscle build. The patient or- 
dinarily develops muscle weakness percepti- 
ble first in the extraocular muscles as dip- 
lopia, ptosis, nystagmus, and weakness of 
rotation. The facial and body muscles are 
also weakened and there may be a sensation 
of tightness in the throat and huskiness in 
the voice. Weakness of the neck muscles de- 
velops and ordinarily the dose is felt ade- 
quate when the patient can barely raise his 
head from the bed or is unable to do so. 
Larger doses produce increasing weakness 
and eventually paralysis of the skeletal mus- 
culature and finally paralysis of respiration. 
In the event of overdosage and respiratory 
paralysis the patient should be treated by 
artificial respiration and the administration 
of intravenous prostigmine, the antidote 
Fortunately, in this group there were no 
cases where respiratory paralysis developed 
Due to weakness of the pharynx and tongue, 
a partial obstruction of the air passages has 
occurred two or three times, but was helped 
by holding the jaw forward. Never was the 
paient felt to be in real danger, although 
oxygen has been used a few times to shorten 
the period of cyanosis. As a safety precau- 
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tion, an airway, ampules of prostigmine and 
adrenalin, and a tank of oxygen are kept 
readily available. Perhaps it would also be 
wise to add a tracheal intubation set to this 
list of emergency equipment. It has not been 
found necessary to give doses of curare ap- 
proaching the danger point in order to pro- 
tect the average patient from injury during 
the convulsion. When the desired level of 
curarization has been obtained electric shock 
treatment is administered in the usual man- 
ner.* 
Once the proper dosage for a patient has 
been worked out in the first one or two treat- 
1ents, the total dose is administered in about 
wo minutes, and after a two-minute waiting 
veriod, the treatment is given. Following the 
ermination of the convulsion, the patient is 
‘oused and asked to raise his head and or- 
dinarily can do so with ease. He is not left 
alone for some time, although the danger 
period seems to be over as soon as the patient 
can respond. 


The pharmacological action of curare is 
well known.* The drug inhibits the action of 
acetylcholine at the motor end plate, thus 
preventing the transmission of the nerve im- 
pulse from the motor nerves to the muscles 
and producing a flaccid paralysis. The drug 
is quick-acting, but of short duration, as it 
is rapidly eliminated. Thus the speed of in- 
jection is quite important, since not only does 
rapid injection increase the degree of muscle 
weakness, but also it is said to produce car- 
diac failure in animals, while many times the 
otherwise lethal dose has been given slowly 
to experimental animals without fatality 
when artificial respiration was kept up.? ® 


The value of this procedure as a modifica- 
tion of the metrazol and electric shock con- 
vulsive therapies is obvious. There has been 
no appreciable change in the effectiveness of 
these treatments on mental diseases by the 
use of this drug. Not only is the percentage 
of traumatic complications reduced in the 
routine treatment of groups of patients, but 
patients whose physical condition would 
otherwise contraindicate convulsive therapy 
can often be safely treated by this procedure. 
In a previous report’ 328 State Hospital pa- 
tients who received treatment without curare 
were studied. Of this group seven sustained 
fractures and two others had re-injury of 
previous fractures. In this earlier study, as 
in the present one, routine before and after 
x-rays were not made, but all patients com- 
plaining of pain or otherwise giving symp- 
toms of injury were x-rayed at the time of 
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the complaint. It was found that most of the 
fractures occurred on the first treatment. 
Minor complications, such as dislocation of 
the jaw, occurred in other patients, but were 
not statistically compiled. 

The present series is small, consisting of 
55 private patients treated in a general hos- 
pital. Most of these patients were suffering 
from affective disorders. They were given a 
total of 350 electric shock convulsions, al- 
ways with the use of curare. In no case has 
any fracture or dislocation been discovered, 
and very rarely has a patient even complain- 
ed of definite pain following the treatment. 
A few patients have complained of a feeling 
of tiredness and exhaustion for some hours 
after treatment, although no definite muscu- 
lar weakness was demonstrated. Complaints 
of headache have been fairly common and 
there have been a few who were nauseated 
following treatment, but this does not seem 
to be much, if any, more frequent than in 
those patients who have not had curare, and 
is easily relieved by simple medication. One 
case might be presented as an example of 
the type patient who might have been denied 
this treatment: 

A 50-year-old male weighing over 200 
pounds was suffering from a rather severe 
depression of some weeks’ duration. He had 
for several years complained of a great 
amount of backache and was known to have 
considerable osteo-arthritic changes through- 
out the entire spine. With each treatment he 
was given from five to six cc. of intocostrin, 
at first very cautiously and later in the rou- 
tine time interval. A good effect was pro- 
duced and a satisfactory temporary muscle 
weakness existed. The patient was given 
seven convulsions at the rate of three a week 
and at no time during his stay in the hos- 
pital, nor in the follow-up period, did he 
complain of back pain. Even when asked if 
he had any back pain, his reply was in the 
negative. A satisfactory remission from his 
depression resulted from this treatment. 

While the advisability of the routine use 
of curare is still being debated,® the litera- 
ture is filled with reports of both large and 
small series of patients treated with and 
without curare, and it is generally agreed 
that the incidence of traumatic complications 
and the number of contraindications to treat- 
ment can be definitely reduced by the use of 
this drug. Some have felt that the use of 
curare also diminishes the risk in patients 
with hypertension and with cardiac disease, 


and possibly also those who have had tuber- 
(Continued on Page 352) 
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DR. HALPERT: In patients with far advanc- 
ed malignant neoplasms, extensive local in- 
vasion coupled with more distant metastases 
may obscure the point of primary origin. At 
times it is difficult even for the pathologist 
to determine the primary site after careful 
postmortem examination. The case which we 

_ are about to present is a real diagnostic prob- 
lem from this point of view. 

We are fortunate in having with us Dr. 
Floyd Moorman, who will present and an- 
alyze the clinical aspects of this case. 


PROTOCOL 

Patient: B. W. S., white male, age 54 
years, admitted September 26, 1946, died 
October 23, 1946. 

Chief Complaint: Mass over right upper 
chest, paralysis of right arm, loss of weight 
and strength. 

Present Illness: The patient was apparent- 
ly well until January, 1946, when he noticed 
sharp pains in the right shoulder region 
which radiated down the right arm to the 
little finger. His right hand always seemed 
cold. He lost weight and strength, and in 
May, 1946, his local physician performed a 
tonsillectomy. The postoperative course was 
complicated by bleeding and the patient felt 
even weaker. He was confined to bed most of 
the time. Shortly after the tonsillectomy, a 
small non-tender nodule was first observed 
above the right clavicle. This mass gradually 
increased in size until August, 1946, at which 
time it began to enlarge rapidly. During this 
period, the patient experienced occasional 
slight hemoptysis, some difficulty in swallow- 
ing food, and increasing weakness of the 
right arm. He lost 51 pounds during the 
course of the illness. 

Past and Family History: The patient had 


an appendectomy in 1923. Past history i 
otherwise noncontributory. 

Physical Examination: The patient wa: 
well developed, but poorly nourished. He was 


ambulatory, but apparently very weak. The 


skin was loose, warm, and dry. Temperatur« 
was 99.4° F. On the right side there was a 
sinking in of the eyeball, ptosis of the eyelid, 


and anhidrosis (Horner’s syndrome). The 
mouth was edentulous. There was a firm, 


non-tender, immovable mass, eight cm. in di 
ameter, protruding four cm. above the level! 
of the chest in the right sternoclavicular re- 
gion. The skin was not attached over this 
mass. No pulsation or bruit could be elicited 
Breath sounds and tactile fremitus were di 
minished over the right lung field. The heart 
was normal to auscultation and percussion 
Blood pressure was 120/70 and pulse rat« 
68/min. The abdomen was not tense or ten- 
der and no abnormal masses were palpable 
Lymph nodes were slightly enlarged in the 
left axillary and inguinal regions. The pros 
tate was slightly enlarged. There was com 
plete paralysis of the right arm with mode 
rate atrophy of muscles. 


Laboratory Data: On admission, the urin« 
was yellow, cloudy, and neutral, with a spe 
cific gravity of 1.015. There was no glucoss 
or Bence-Jones protein but a faint trace o 
albumin and occasional granular and hyalin: 
casts were observed. R.B.C.’s numbered 4.0¢ 
million/cu.mm. with 9.5 Gm. per cent Hb. 
leukocytes numbered 11.6 thousand /cu.mm 
with 80 per cent neutrophiles, 12 per cen! 
lymphocytes, 7 per cent monocytes, and 1 pe) 
cent eosinophiles. The total serum proteil 
was 7.5 Gm. per cent. Roentgenograms oi 
the chest revealed a large soft tissue mass 
occupying the base of the neck and involving 
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the right apex. The esophagus was deviated 
to the left and there was partial obstruction 
to the passage of barium. A lower intestinal 
series and x-rays of the skull were essentially 
negative. 

Clinical Course : On October, 1946, bronch- 
oscopy disclosed a mass which involved the 
enterior wall of the trachea, 26 cm. from the 

icisor teeth, causing a 50 per cent occlusion 

f the lumen of the trachea. Material for 

iopsy was not taken. X-ray therapy was 

egun on October 3, 1946, but was discon- 
tinued after the third treatment because of 

iarked nausea and vomiting. The patient’s 

urse was gradually downhill and he died on 
October 23, 1946. 


CLINICAL DIAGNOSIS 


DR. MOORMAN: Since all of you have been 
urnished with mimeographed copies of this 
case history, I shall not read it again. 

There is little question but that the patient 
uffered from a “tumor” of some sort. It is 
our purpose to determine the nature of this 
tumor, whether or not it represented a ma- 
lignant neoplasm and, if so, the site of pri- 
mary origin. 

This patient, a white male, was 54 years 
of age. Thus, this individual falls within the 
age group where cancer is most frequent. 
According to the story, the first symptom 
which the patient noticed was pain in the 
right shoulder region and this radiated down 
the arm to the little finger. This began 10 
months before his death. In May, approxi- 
mately four months later, he underwent a 
tonsillectomy. Shortly after this a small 
nodule developed over the right clavicle. This 
grew progressively. Was the tonsillectomy 
incidental, or did it have an effect on the 
occurrence and growth of this tumor mass? 
We have observed a few patients with car- 
cinoma of the lung in which polyarthritis, 
with swelling of affected joints, completed 
the picture. Such symptoms may, in this case, 
have led to the removal of tonsils as a possi- 
ble focus of infection. 

Our primary concern, however, is with the 
intrathoracic tumor mass, the existence of 
which has been well established by x-rays, 
ete. It appears that all of this patient’s signs 

nd symptoms are probably related directly 
to this tumor. Could an aneurysm be respon- 
sible for this picture? Because of the loca- 
tion, one would consider an aneurysm of the 

ubclavian artery. This would most likely be 
f syphilitic origin and accompanied by posi- 
ive blood serology. Then too, one would ex- 
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pect pulsation or a bruit and evidence of 
pressure atrophy and necrosis of the clavicle 
and/or sternum. It seems more likely that 
this is a malignant neoplasm. At this site 
there are may possibilities to consider. It 
might be a mediastinal sarcoma or perhaps 
it arose from nervous tissue, bone, cartilage, 
or the thymus gland. The x-ray picture is not 
typical of a primary mediastinal neoplasm, 
nor does it support origin from bone or car- 
tilage. A third possibility concerns lympho- 
blastic tumors. If this were Hodgkin's dis- 
ease one would expect more obvious involve- 
ment of cervical and mediastinal lymph 
nodes. Lymphosarcoma should be considered 
also, but the failure to respond to x-ray 
therapy is good evidence against this (and 
against Hodgkin’s disease too). 


From the symptoms presented in this case 
and the physical findings, it appears most 
likely that the tumor originated in the apex 
of the lung. Progressive growth of a tumor 
in this location, with infiltration and pres- 
sure on the regional nerves, could readily 
explain the occurrence of Horner’s syndrome. 
Sharp pain and tingling, radiating down the 
right arm to the little finger, would be an 
effect of involvement of the brachial plexus 
and the ulnar nerve. Pancoast was the first 
to describe the clinical syndrome which bears 
his name and which corresponds to the pic- 
ture this patient presents. It is also called 
superior pulmonary sulcus tumor in that it 
arises in the apical portion of the lung and 
extends upward through the parietal pleura 
to involve cervical and axillary regions. I 
believe that this is the most likely diagnosis 
in this case. Additional evidence is furnished 
by the fact that this neoplasm appeared to 
be radio-resistant. That is, unfortunately, an 
outstanding characteristic of bronchogenic 
carcinoma. We should at least mention the 
possibility that this intrathoracic tumor 
might be secondary to a neoplasm elsewhere. 
Carcinoma of the mammary gland, of the 
kidney (hypernephroma) sarcoma, or malig- 
nant melanoma would receive first consider- 
ation as primary sites. There is nothing here 
to support such a consideration. 

CLINICAL DISCUSSION 

DR. HALPERT: Dr. Bender, there are several 
additional points about the x-rays which you 
have just shown. Was the trachea deviated 
to the right or to the left? Was the tumor 
mass contained primarily in the apex of the 
lung? Was there evidence of neoplastic in- 
volvement of cervical vertebrae? 

DR. BENDER: In these films the esophagus 





342 JOURNAL OF THE OKLAHOMA STATE MEpIcAL ASSOCIATION 


does not appear to be deviated. At fluoro- 
scopy, the esophagus was deviated to the left 
and there was partial obstruction. It appear- 
ed that the neoplasm involved and was, in 
part, contained in the apex of the right lung. 
There is no evidence of osseous involvement. 

DR. HALPERT: Dr. Moorman, you have men- 
tioned about all the organs from which this 
neoplasm might have arisen, except the 
esophagus. Do you consider this a possible 
source of origin? 


DR. MOORMAN: It seems more likely that 
the esophageal involvement was secondary. 

DR. HOPPS: It seems to me that this man’s 
hemoptysis warrants special consideration. 
You will recall, Dr. Moorman, that last year 
when we heard Dr. Everts Graham discuss 
carcinoma of the lung at a medical meeting 
in Tulsa, he stressed the fact that the most 
common course of hemoptysis in the fifth and 
sixth decades was carcinoma of the lung. Has 
this been your experience? 


DR. MOORMAN: It is an important point and 
a common symptom of bronchogenic carci- 
noma. In approximately 70 per cent of cases 
there will be hemoptysis. Since these tumors 
usually arise in the mucosa of a major bron- 
chus, and since they usually ulcerate, hemor- 
rhage with hemoptysis naturally follows. In 
any individual past the age of 40 who has 
hemoptysis, carcinoma of the lung should be 
considered the most likely possibility. 


ANATOMIC DIAGNOSIS 


DR. HALPERT: At necropsy, this markedly 
emaciated white male was estimated to weigh 
90 pounds. Before his illness he was said to 
weigh 160 pounds. A decubitus ulcer over the 
left buttock was additional evidence of mark- 
ed malnutrition and debility. The abdominal 
cavity was not remarkable nor were there 
significant abnormalities of abdominal vis- 
cera. The left pleural cavity was almost com- 
pletely obliterated by old fibrous adhesions. 
Several subpleural calcified nodules, averag- 
ing 0.2 cm. in diameter were present in the 
medial portion of the lung, suggesting old, 
inactive tuberculosis. The left lung was 
moderately increased in weight and present- 
ed areas of lumpy induration which were 
reddish-purple. Considerable frothy fluid 
exuded from cut surfaces. Histologic exami- 
nation confirmed the diagnosis of broncho- 
pneumonia. Just above the bifurcation of the 
right anterolateral wall of the trachea, there 
was an area, three cm. in diameter, of slight 
nodular elevation. There was no apparent 
ulceration of the mucosa. The anterior por- 
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tion of the upper right pulmonic lobe was 
densely adherent to the parietal pleura over 
an area six cm. in diameter. In turn, this 
portion of the anterior chest wall was dense! ’ 
infiltrated by neoplasm and bulged into the 
substance of the lung proper. It was cor- 
tiguous with the tumor mass, eight cm. i 
diameter, which protruded three cm. above 
the surface of the chest in the right sternc- 
clavicular region. Also in direct relation t 

this tumor mass was an area of neoplasti 

involvement of the anterior wall of the 
esophagus. This was five by three cm. i 
diameter and projected one cm. above tl 
level of the surrounding mucosa. Here the 
mucosa was ulcerated. The neoplasm involv- 
ed the entire thickness of the wall of tl 

esophagus, invaded and replaced the manu- 
brium sterni and the anterior portions of th 

cervical vertebrae. The remainder of the gas- 
tro-intestinal tract was not remarkable. His- 
tologically, the neoplasm was quite undif- 
ferentiated. Neoplastic cells lay in sheets, 
strands, or nests, in an abundant fibrous con- 
nective tissue stroma. An occasional cell ex- 
hibited keratinization. Since this appearance 
is compatible with either primary carcinoma 
of the esophagus or lung, it provided littl 
help in resolving the point of primary origin. 
Upon careful evaluation of gross anatomic 
relationships, it seems that the primary site 
was probably the esophagus. The more ex- 
tensive involvement here (all layers) plus th: 
mucosal ulceration is strong evidence in 
favor of this view. 

Actually, Dr. Moorman’s diagnosis of 
Pancoast’s syndrome is correct in the sense 
that we have a malignant neoplasm which 
involves the pulmonic apex and the base o! 
the neck. This case is most unusual in that 
although signs and symptoms pointed to 
pulmonic origin, the tumor actually aros 
from the esophagus. 

Our final anatomic diagnosis was: 


1. Carcinoma of esophagus, upper thir 
squamous cell, with extension to supraclav' 
cular lymph nodes, right, cervical vertebra: 
manubrium sterni, brachial plexus, trache: 
lung, right apex, and suprarenal gland, righ 

2. Atrophy of right arm and Horner 
syndrome (clinical diagnosis). 

3. . Emaciation. 

4. Decubitus ulcer of left buttock. 

5. Bronchopneumonia, bilateral. 

6. Fibrous pleuritis and pericarditis. 

7. Calcified nodules in lung, left (pre 
sumably tubercles). 

8. Old scar of appendectomy. 
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The “smoothage” principle —the 
gentle, nonirritating action of Metamucil— 
encourages normal 


physiologic bowel function. 


Metamucil is the highly refined 
mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, 
combined with 


dextrose (50%) as a dispersing agent. 





Metomucil is the registered trademark of 
G. D. Searle & Co., Chicago 80, Illinois. 
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Members of the Association probably read, with the satisfaction intended to be convey- 
ed by the article, the newspaper story which appeared in The Daily Oklahoman Wednesday, 
June 25, 1947, announcing the allocation of funds made by the Oklahoma State Regents fo 
Higher Education to the several schools of the Oklahoma State System for Higher Education 
The item of particular interest to physicians of Oklahoma related to the allocations made t 
the University of Oklahoma School of Medicine and University Hospitals (including the 
School of Nursing), for operation and maintenance during 1947-1948. 


The statement made was to the effect that the $290,000 allocated to the School of Medi- 
cine was 96 per centum of the amount requested. A similarly complimentary statement (ac- 
tually 90 per centum allocation of funds requested) was implied as to the high ratio of 
allocation to request for the Hospitals. Admittedly, the allocations made by the Regents are 
high in proportion to the requests made of the Legislature by the Regents but it is to be 
remembered — though we are not reminded by the Regents — that their recommended 
“requests” represent rather significant cut-backs from the requests made by the dean of the 
School of Metlicine. The Regents also consider only State Tax funds and not other income, 
as that from fees paid by students and by patients (inpatients and outpatients). 


The tabulation given below presents facts that need to be known and which should be 
of interest to members of the Association interested in the status, welfare, and future of the 
University of Oklahoma School of Medicine and University Hospitals. 


For the School *** Income increased over previous estimate, possibly mor 
. , F , even, through increased fees if these are approved 
Tota State Funds ° 
Available 1946-1947 , ...$309,685* $211,714 For the Hospitals 
Requested 1947-1948 pene wee--eeee 438,540 381,248 Total State Tax Funds 
Recommended by State Regents lt a ee Available for 1946-1947 ..............$1.255,953 $ 961.829" 
TDAT-1948 ~..~-.nnee-vnene-veveeeenenneeneeeeereeeee 397,500 312,500 Requested for 1947-1948 .... 1,524,707 1,353,512 
Allocated 1947-1948 -......-.. ‘ --- 360,718*** 290,000 Recommended by State Regents 
* Includes carry over from Army-Navy Programs’ fees 1947-1948 ........ = muti Eon 1,170,000 
** Includes separate request for $68,560 for School of Nursing, Allocated for 1947-1948 ..... 1,285,646** 1,051,687 
deleted from budget, now returned to Hospitals’ budget for * Includes deficiency appropriations from Governor's Contin 
operation of the School as a three-year school (4ive-year gent Emergency Fund and special appropriation by Legis 
degree course not acted upon” by State Regents), as lature ($276,000 in 1946-1947) 


heretofore. ** Income increased over estimate previously submitted 


When one compares the total funds to be available to the School and to the Hospitals 
(bottom row across in each tabulation) with the amounts originally requested by School of- 
ficials (second row across), it is seen that there are significant differences ($91,000 less for 
the School and $302,000 less for the Hospitals, of State funds) that are quite striking when 
we think of the glowing praise given the State Regents for the allocations of “96 per centum 
of the requested amounts”! 


The School and Hospitals are not supported to the extent needed for modern medical 
educational standards. Each member of the Association owes it to himself, to his State, and 
to Medicine to bring these facts to the attention of his legislator. 


<3 ROO 4s 


President. 
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A. M. A. CENTENNIAL SEES 
RECORD ATTENDANCE 


A total of 15,667 physicians from all parts of the 
United States together with distinguished guests from 
many foreign countries joined in celebration of the 
A. M. A. Centennial session held June 9-13, 1947, at 
Atlantic City, New Jersey. Sixty-four Oklahoma phy- 
sicians registered at the Centennial, and reservations on 
the Special Train sponsored by the Kansas and Okla- 
homa State Medical Associations numbered 115. 


Chicago was selected as the 1948 Convention City, and 
dates for the 1948 meeting have been set as June 21 to 
25, with the probability that on Sunday, June 20, pre- 
ceding the first day of the session, there will be various 
meetings and conferences to be arranged later. 

Dr. Edward L. Bortz, formerly vice-president, was 
inaugurated as the new President of the A. M. A., Dr. 
Olin West having resigned as President-Elect because of 
ill health. New officers of the Association for 1947-48 
elected at the Atlantic City meeting are as follows: 

President-Elect—Dr. Roscoe L. Sensenich, South Bend, 
Indiana. 

Vice-President—Dr. Thomas A. McGoldrick, Brooklyn, 
New York. 

Secretary and General Manager—Dr. George F. Lull, 
Chicago. : 

Treasurer—Dr. Josiah J. Moore, Chicago. 

Speaker of the House—Dr. R. W. Fouts, Omaha, Ne- 
braska. 

Vice-Speaker of the House — Dr. Francis F. Borzell, 
Philadelphia. 

And: 

Dr. Dwight H. Murray, Napa, Calif., re-elected to a 
five-year term Board of Trustees. 

Dr. Edward J. MeCormick, Toledo, Ohio, elected to a 
five-year term Board of Trustees. 

Dr. James Stevenson of Tulsa, was nominated for 
membership on the Council of Medical Service, but with- 
drew his name from nomination and Dr. James R. McVay 
of Kansas City, Missouri, was re-elected to the Council. 

House of Delegates Meets 

The House of Delegates held four meetings June 9, 
10, 11, and 12, with the Speaker of the House, Dr. R. 
W. Fouts, presiding. Among the important business 
carried out by the House was the election of the phy 
sician to receive the Distinguished Service Award of the 
American Medical Association. Dr. R. L. Sensenich, 
Chairman of the Board of Trustees, reported that the 
Board had received a list of five names submitted by the 
Committee on Distinguished Service Award. From these 
five the Board had selected by ballot the names of Dr. 
Isaac Abt, Chicago; Dr. Alfred Blalock, Baltimore; and 
Dr. Henry A. Christian, Boston. The House of Delegates 
voted upon these three, and Henry A. Christian received 
the majority of votes cast by the House to receive the 
Distinguished Service Award. 

Appointment of reference committees was made by the 
Speaker, and James Stevenson, Tulsa, was named as 
Chairman of the Rules and Order of Business Committee. 

Address of President and President-Elect 

President Harrison H. Shoulders addressed the House 
on Monday, the first day of the session, and in his speech 
reaffirmed the philosophy of medicine, which he describ- 
ed as unchanged, dedicated to progress, service, and 


freedom. He brought up the problems which are of im- 
mediate concern to the medical profession, pointing out 
that many of these are due, in large measure, to the 
progress that has taken place in the science and tech- 
nology of medicine. The immediate and most urgent 
needs, he said, are concerned with increasing the avail 
ability of the services of general practitioners. 


In his address to the House, Dr. E. L. Bortz, the 
President-Elect, recommended the extension of the scien- 
tific program, suggesting the possibility of an additional 
scientific session planned for general practitioners. Other 
recommendations made by Dr. Bortz, all of which were 
adopted, were: Rotation of the meeting places of the 
semi-annual session to bring the resources of the As- 
sociation to various areas of the nation. Affiliation of 
medical students and more active participation by them 
in the activities and privileges of the Association. Further 
clarification of the public relations activities of the 
Association, so as to gain cooperation and support of the 
laity in a modern program for the maintenance of health 
and control of diseases, Speakers’ bureaus for the train 
ing of those who are willing to serve their profession as 
spokesmen before the public, to be organized in every 
county medical society. Expansion of the Woman’s Aux 
iliary. Establishment of a committee of five to be known 
as the Committee of Nursing Problems, in recognition 
of the serious crisis which has developed in the nursing 
field during the past few years. The building of a new 
home for the American Medical Association, ‘‘a Cathed 
ral of health .. . dedicated to the high service of health 
maintenance, the prevention of disease, and the exten 
sion and enrichment of human life.’’ 

Raymond Rich Associates Resign 

At the Monday afternoon meeting of the House of 
Delegates (June 9) a supplementary report of the Board 
of Trustees was given by Dr. Sensenich, stating that the 
resignations of Mr. Raymond Rich and Mr. Charlies 
Swart had been accepted by the Board. Raymond Rich 
Associates was employed by the Board in 1946 to make 
a survey of the activities of the A. M. A., and Mr. 
Raymond Rich was employed as consultant by the Divi- 
sion of Public Relations in connection with the Cen 
tennial. The Board proposed to expand the public rela- 
tions program of the Association with relation to its 
national health program, and will further investigate 
advisability of arranging for suitable public relations 
counsel, 


Committee on National Emergency 
Medical Service 

The Committee on National Emergency Medical Serv 
ice presented a progress report incorporating some im 
portant . recommendations, which were adopted by the 
House. Serving on the Committee was an Oklahoman, Dr. 
V. C. Tisdal, of Elk City. The Committee recommended: 

I. That the President and Congress be urged (a) that 
the Surgeons General of the armed forces be given com 
mensurate rank with the chiefs of staff and chiefs of 
naval operations and take part in all military and naval 
operations relating to medical, health, sanitary, and wel- 
fare services, and in the assignment and utilization of 
medical personnel at home and abroad; (b) to require 
that the Secretary of War and Navy consider possible 
civilian requirements in a total war in the planning, 
location, and construction of military hospitals, and 
strive to avoid (1) the medical overstaffing of units; 








tra 
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(2) time wasting performance of nonprofessional duties 
by a doctor of medicine; (3) the removal of an ex- 
vessive number of doctors of medicine from civilian hos- 
pitals and from civilian practice; and (4) a failure to 
make assignments, determine rank, and provide for ro- 
tation of doctors on the basis of professional qualifica- 
tions, experience, and age. 

II. That the A. M. A. favor the creation of a Na- 
tional Emergency Medical Service Administration to 
consist of representatives of the Advisory Board for 
Medical Specialties, American College of Physicians, 
American College of Surgeons, American Dental As- 
sociation, American Hospital Association, Catholic Hos- 
pital Association, American Medical Association, Ameri- 
van Nurses Association, American Public Health Associa- 
tion, American Veterinary Medical Association, and 
Association of American Medical Colleges. 

That the Administration have responsibility for ef- 
fecting plans for total mobilization of the medical and 
allied resources of the nation in times of threatened or 
actual national emergency. 

III. That the Board of Trustees be authorized to 
create and appoint a standing committee to be designated 
as the Council on National Emergency Medical Service. 

IV. That the present Committee on National Emer- 
gency Medical Service be discharged. 

The report was approved by the Reference Committee 
and adopted by the House. 

A Supplementary Report of the Council on Medical 
Education and Hospitals was presented dealing mainly 
with the problem of upholding the prestige of general 
practitioners. 

VA Home Town Medical Care Program 

The Council on Medical Service presented a supple- 
mentary report, which discussed the Veterans Adminis- 
tration Home Town Medical Care Program. This de- 
centralized, free choice program had been agreed upon 
by the Veterans Administration and some 38 state medi- 
eal societies, and provided that the veteran would receive 
the same care he would receive as a private patient, from 
a physician of his own choice, with physicians’ fees 
agreed on by the state medical society. The Council 
however had noted a tendency by the Veterans Admin- 
istration to set up more and more clinics manned by VA 
doctors and require veterans to go to them, and that a 
schedule of fees had been prepared which has all the 
ear marks of a nationwide schedule of fees. Therefore 
the Council recommended that it be authorized to set 
up a conference for the purpose of arriving at a definite 
policy with regard to this program, to which representa 
tives of each state medical society and the Veterans 
Administration would be invited to present their views, 
and following the conference, that the Council be author- 
ized to meet with the Veterans Administration to effect 
solution of any existing problem. The report was ap- 
proved by the reference committee and adopted by the 
Hlouse. 

Committee on Rural Medical Service 

The Committee on Rural Medical Service reported the 
results of a meeting held May 24, at which the Committee 
met with an advisory group consisting of representatives 
1f the American Farm Bureau Federation, the National 
Grange, the Farmers’ Educational and Cooperative 
Union, and the National Cooperative Milk Producers 
Federation. It was agreed at this meeting that the for- 
mation of health councils should be undertaken on the 
tate level and developed on the local level as soon as 
ossible, to organize sentiment for better health stand 
irds and initiate necessary measures to secure them. It 
vas believed that the organized farm groups would 
welcome the initiation of health councils and other 
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health activities by the medical profession. 
Committee to Study Revision of Constitution 
and By-Laws 

This Committee reported that under the present Con- 
stitution and By-Laws, the proposed revised Constitution 
and By-Laws would have to lie over until next year, at 
which time the newly proposed Constitution and By-Laws 
would be presented to the House of Delegates for final 
approval. 

World Medical Association 

Among the many guest speakers from all over the 
world was Dr. T. C. Routley, representing the Canadian 
Medical Association and the World Medical Association. 
Formed in September, 1946, on the invitation of medical 
colleagues in France and Great Britain, an International 
Medical Conference was held in London for the purpose 
of considering the organization of a worldwide medical 
body. Delegates and observers from 32 national medical 
associations, including the A. M. A., met together, and 
it was unanimously agreed to organize a World Medical 
Association with the following objectives: 

1. To promote closer ties among the national medical 
organizations and among the doctors of the world by 
personal contact and all other means available. 

2. To maintain the honor and protect the interests of 
the medical profession. 

3. To study and report on the professional problems 
which confront the medical profession in the different 
countries. 

4. To organize an exchange of information on matters 
of interest to the medical profession. 

5. To establish relations with, and to present the 
views of the medical profession to the World Health 
Organization, UNESCO, and other appropriate bodies. 

6. To assist all peoples of the world to attain the 
highest possible level of health. 

An Organization Committee of 13 members was ap 
pointed, including Dr. L. H. Bauer and Dr, E, L. Hen. 
derson from the A. M. A. The Committee has met and 
plans are nearing completion for the World Medical 
Association to hold its first meeting in Paris, during the 
week of September 15, 1947. Eighteen medical associa- 
tions, including all of the larger ones, have signified 
their desire to become members of this new body. 

In connection with the international organization of 
medicine, the Pan-American Medical Federation is in 
process of Development, and a report of progress made 
may be found in the Supplementary Report of the Board 
of Trustees. 

President Truman Sends Congratulations 

A letter from President Truman was read, congratu 
lating the American Medical Association on its one 
hundredth anniversary and extending to the medical 
profession ‘‘the profound thanks of the American people 
for uncounted services rendered by America’s doctors 
in war and peace. . The medical profession has been 
a primary leadership group in the national scene and the 
local community throughout this country’s history... . 
It is to such social organizations as the American Medical 
Association that the nation looks for first line defense 
of democratic principles.’ 

S. 140 and S. 545 

In considering resolutions introduced regarding the 
Taft-Fullbright bill, the Reference Committee on Legis- 
lation and Public Relations presented a substitute reso- 
lution, stating that whereas the bill (S. 140) creates 
a Department of Health, Education, and Security, and 
the American Medical Association has repeatedly advo- 
cated a National Department of Health with a Secretary 
of Cabinet rank, that the House of Delegates go on 
record as opposing portions of the bill tying in education 
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and security with health, and further resolve that if it is 
impracticable to establish an independent Executive De 
partment of Health, the House prefers the establishment 
of a National Health Agency such as proposed in 8S. 545 
rather than an Executive Department in which health, 
education, and security activities would be combined 
This Committee also offered a resolution that the Board 
of Trustees set up whatever machinery may be necessary 
to reestablish the public relations organization at the 
A. M. A. headquarters, in view of the vacancy existing 
therein, and that the Executive Committee of the Board 
of Trustees be in charge of public relations until the 
public relations bureau is reestablished. The report was 
adopted by the House. 

An Oklahoman, Arthur A. Hellbaum of Oklahoma, was 
elected to Associate Fellowship in the A. M. A., as ap- 
proved by the Section on Experimental Medicine and 
Therapeutics. 

The address of President-E’ect Sensenich closed the 
final session of the House of Delezates. The spirit of the 
Centennial was summed up in his words, ‘‘I should like 
to feel that this Centennial Celebration is in a sense a 
rededication of the efforts of the medical profession of 
America to maintain the old traditions, the high motiva- 
tions, and unselfish guidance in directing the progress of 
medicine and providing public leadership in matters of 
health.’’ 





A. M. A. CONSIDERS PROBLEM OF 
THE GENERAL PRACTITIONER 


(Because of the place of the general practitioner in 
medicine is fast becoming the object of such concern to 
the profession in these days of specialization, the follow- 
ing supplementary report of the Council on Medical 
Education and Hospitals to the House of Delegates of 
the A. M. A. is being reprinted in full.) 


Supplementary Report of Council on Medical 
Education and Hospitals 

Mr. Speaker. The Council on Medical Education and 
Hospitals has directed me to introduce the following 
supplementary report: 

Considerable thought has been given to devise ways of 
upholding the prestige of general practitioners so that 
they may be encouraged to provide the citizens of our 
country with the kind of medical care which they are 
peculiarly qualified to furnish and for which there 
promises to be continued need. 

The establishment of a Section on the General Practice 
of Medicine by this House in 1945 was an important 
step forward. Interest in this se-tion was at once ap- 
parent as shown by the registration of 959 at the 1946 
Scientific Assembly and by the atterdance:of ‘these:regis- 
trants at the various meetings. This House has also 
expressed its approval of the organization of sections 
on general practice in state and county medical societies. 

In spite of this, certain hospitals have inaugurated as 
a matter of policy limitation on their staff appointments 
to physicians certified by specialty boards or holding 
membership in certain special medical societies. Such a 
policy is contrary to the principles of the Council and 
seems unsound. In pubtications which have dealt with 
hospital standards, the Council has expressed repeatedly 
the need for a hospital staff of high quality; it has 
never mentioned certification by a specialty board or 
membership in a special medical society as an important 


credential. 

Certain institutions have assured for themselves the 
inclusion on their staffs of properly qualified practiticners 
by the intra-mural establishment of ‘‘Genera! Practice 
Secfions.’’ An excellent description of how such a section 


LETTER FROM DR. OLIN WEST 
June 4, 1947 
Paul B. Champlin, M.D., President 
Oklahoma State Medical Association 
Dear Dr, Champlin: 

Your letter of June 3rd, informing me that the Okla 
homa State Medical Association, at its Annual Session 
in Tulsa, had honored me by election to Associate Mem 
bership, has just come to hand. My old heart is deeply 
touched by this kindly action of the House of Delegates 
and I am very proud to have my name enrolled on the 
list of Associate Members of the Oklahoma State Medica] 
Association. It means a great deal to a broken down 
old man like me to be so remembered and so honored 
by an efficient and progressive organization of physicians 
like that of Oklahoma. 

One of our dearest possessions is the picture presented 
to us by the Oklahoma delegation at an Annual Session 
of the A. M. A. held in Chicago. Now the Associate 
Membership card enclosed with your letter will be added 
to the list of those things we treasure most highly. 

Please convey to the House of Delegates an expression 
of my heartfelt gratitude and my sincere good wishes for 
the continued success of the Oklahoma State Medical 
Association in its efforts ‘‘to promote the art and science 
of medicine and the betterment of the public health.’’ 

Incidentally I have not forgotten the helpful kindness 
of Dick Graham to me at the time the picture was pre 
sented. That meant a lot to me, too. 

Very sincerely yours 
(Signed) Olin West 





actually operated over a period of eight years in a 450 
bed hospital appeared on pages 15 through 16 of the 
May 3, 1947, issue of The Journal. Reprints of this 
article will be distributed by the Council to every regis 
tered hospital in the United States. 

On the whole, so much uncertainty appeared to exist 
in the minds of many boards of trustees of hospitals 
about the propriety of establishing such sections as to 
lead this House at its meeting in San Francisco a year 
ago to adopt a significant resolution. This was reported 
favorably by the Reference Committee on Medical Edu 
cation and adopted by the House; part of this resolution 
is quoted: 

‘*WHEREAS, Many hospitals have not established 
general practice sections in their visiting active staffs 
and their governing heads are doubtful whether such 
action has the approval of the bodies which set up the 
rules and regulations for the approval of their hospitals 
for interns and residents; therefore be it 

Resolved, That hospitals should be encouraged t 
establish general practitioner services. Appointments ti 
a general practice section shall be made by the hospital 
authorities on the merits and training of the -physician 
Such a general practice section shall not per se prevent 
approval of a hospital for the training of interns and 
for residencies. The criterion of whether a physician may 
be a member of a hospital staff should not be dependent 
on certification by the various specialty boards or mem 
bership in special societies. ’’ 

Copies of this resolution have been sent to the Ameri 
ean College of Surgeons, the American College of Phy 
sicians, the American Hospital Association, the Protest 
ant Hospital Association, the Catholic Hospital Associa 
tion, and to each hospital registered by the Council. 

To further carry forward the intent of the resolution, 
the following report was published by the Council in The 
Journal, page 95, in the May 3, 1947, issue: 
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‘*At the direction of the House of Delegates of the 
American Medical Association some years ago, the Coun 
cil on Medical Education and Hospitals formulated 
standards for the establishment of American boards for 
the certification of specialists and for the conduct of 
hospital residencies providing training in the various 
special fields of medicine. The aim was to improve the 
quality of training at this level of medical education. 
The physician responsible for directing such hospital 
training should himself have had training and experience 

proximately equivalent to that required of certification 
applicants, whether or not he is actually certified. But 
it was never intended that staff appointments in hospitals 
generally, or even in hospitals approved for residencies, 
ould be limited to board certified physicians, as is now 
the policy in some hospitals. Such policies, if practiced 
extensively, are detrimental to the health of the people 
id, therefore, to American medicine. Hospital staff ap 
yintments should depend on the qualifications of phy 
cians to render proper care to hospitalized patients, as 
idged by the professional staff of the hospital, and not 
1 certification or special society memberships. 


” 


‘*In this opinion the Council has the full concurrence 
the Advisory Board for Medical Specialties, which 
presents all of the American Boards in the specialties. 
t the February, 1947, meetings of the Advisory Board 
was unanimously voted to adopt as the sentiment and 
jlicy of the Advisory Board the recent resolution passed 
y the American Board of Surgery, which reads: 


~ 


‘The American Board of Surgery is not concerned 
with measures that might gain special privileges or 
recognition for its certificants in the practice of sur- 
gery. It is neither the intent nor has it been the pur- 
pose of the Board of Surgery to define requirements 
for membership on the staffs of hospitals. The prime 
object of the Board is to pass judgment on the edu- 
eation and training of broadly competent and respon- 
sible surgeons — not who shall or shall not perform 
surgical operations. The Board specifically disclaims 
interest in or recognition of differential emeluments 
that may be based on certification.’ 

‘*Since February, several separate American Boards 
in the various specialties have taken similar action. The 
Council on Medical Education and Hospitals of the 
American Medical Association is completely in accord 
with this principle.’’ 

The Council now asks authority to use still another 
lever to carry forward the intent of the resolution. It 
recommends that Section 3, paragraph 6, of the ‘‘Es 
sentials of a Registered Hospital’’ now reading: 

‘*6. Staff sections, such as medicine, obstetrics and 
surgery, should be organized as may seem wise’’ 

to be amended to read: 

**6. Staff sections, such as medicine, obstetrics, 
surgery, general practice, ete., should be organized as 
may seem wise.’’ 

This amendment is proposed in the belief that even 
» small a change in wording of the Essentials may be 
f help in promoting the intent of the resolution adopted 
by this House a year ago. 

The desirability of doing this is plain. The establish- 
ent of an American Board of General Practice is being 

seussed by the Section on the General Practice of 
Medicine, by the Council and by the Advisory Board for 
Medieal Specialties. The wisdom of establishing such a 
vecialty board at this particular time is debatable. 

ider realization and greater use of the contributions 
hich skillful general practitioners can bring to hospitals 
ay make superfluous the need for their certification by 
specialty board. : 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 349 


HOSPITAL CONSTRUCTION 
VIA FEDERAL AID 


Congress Must Appropriate Money For 
Hill-Burton Bill 

Many communities and individual physicians have 
made inquiry concerning the present status of the Hill 
Burton Bill, passed by the last session of Congress. The 
demand in Oklahoma for assistance from the Federal 
government in the construction of hospitals or health 
centers indicates that the allotment to Oklahoma of 
Federal funds when made will be oversubscribed. 

It is known that the State Hospital Construction Plan 
will be under the supervision of the Commissioner of 
Health, and in compliance with a request from the Ex 
ecutive Office, the following resume of the provisions of 
the Hill-Burton Bill and its application to the state of 
Oklahoma has been released by Dr. Grady Mathews, 
Commissioner of Health. 

Status of the Hospital Construction Program 

Under the provisions of Public Health Law 725, pre 
viously known as the Hill-Burton Bill, or 8-191, three 
basic requirements must be met prior to state participa 
tion in the Federal program. First, there must be enabl 
ing legislation. This includes the following: The State 
Agency must be designated as the sole agency to ad 
minister or supervise the administration of the State 
Plan. There must be designation of a State Advisory 
Council. There must be a hospital licensing law, and 
there must be enabling legislation to permit participation 
by the State in the plan. On this first point, all necessary 
State legislation has been provided and is now function. 
ing. 

Second, a State Plan must be developed and approved 
by the Surgeon General, showing (1) the development of 
a hospital construction program and (2) the relative 
needs determination for the state. According to Dr. 
Mathews, a State Plan has been developed according to 
the tentative regulations set forth by the Surgeon Gen 
eral. Copies of the State Plan have been forwarded to 
the Surgeon General for approval. 


Third, actual appropriation of Federal funds must be 
made whereby each individual approved project will be 
certified for 1/3 of the total cost of construction. Actual 
appropriation of funds has not yet been made by the 
80th Congress. Formal applications cannot be accepted 
or considered until definite action regarding funds for 
providing the one-third grant-in-aid construction cost has 
been passed by both houses of Congress, Such action may 
occur either by (a) appropriation of the original pro 
posed allotment of $75,000,000 per year, or a portion 
thereof, or (b) approval by the Senate of the Labor and 
Federal Security Agency Appropriation Act which was 
passed by the House of Representatives on March 25, 
1947. The essential features of this Act are as follows: 
(1) It does not appropriate any specific sum for hospital 
construction; however, it does (2) provide for approval 
of projects up to the amounts authorized by the basic 
Act for appropriation for the fiscal years 1947 and 1948. 
Furthermore, (3) the Federal share of such projects 
becomes a contractural obligation of the Federal govern- 
ment. 

Under this procedure the Federal government may 
become obligated to pay up to $150,000,000 as its share 
of the cost of approved projects for the two fiscal years. 
Project applications will be submitted to the Surgeon 
General through the State Agencies and approved, and 
the estimate of the Federal share of their cost will be 
certified to the Secretary of the Treasury. This Federal 
share is then an obligation of the Federal government. 
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CLASSIFIED ADS 


FOR SALE. ‘‘Cardiotron’’ (model PC 1-A) and 
Fischer (model SWI-12) Intermediate Short Wave Ap- 
paratus. Key O, care of the Journal. 





FOR SALE. Eight-room office, complete surgical 
equipment, medical supplies, and waiting room furniture 
for physician desiring to locate in Altus, Oklahoma. Key 
P, care of the Journal. 


FOR SALE, One Gold Seal Diathermy with cabinet 
and drawers complete. One gas sterilizer. One Continental 
scales. Key Q, care of the Journal. 


FOR SALE. A monocular, Bausch & Lomb 3-object 
microscope, 43x, 10x, and 5x objectives, 5x, 10x, and 15x 
eyepieces. Substage condenser and carrying case. Ideally 
suited for students or blood work. Price $75.00. Write 
Key R, care of the Journal. 


AVAILABLE. Four room office completely equipped 
for Eye, Ear, Nose, and Throat Specialist, in Oklahoma 
City. Price very reasonable — no bonus. Records, prac- 
tice, and good will gratis. Retiring. Write Key 8, care 
of the Journal. 


WANTED TO BUY. Office supplies, waiting room 
furniture, office furniture, and small file cabinet by 
physicians newly locating in Enid. Write Key T, care 
of the Journal. 


Complete office equipment including instruments, Spen- 
cer microscope, Brown-Buerger cystoscope, and Coleman 
dilators and many others in excellent condition. Contact 
7-1991, Oklahoma City, or write care of the Journal. 


CURARE IN ELECTRIC SHOCK THERAPY 

(Continued from Page 339) 

culosis. Others, however, feel that the drug 
is of no benefit in these cases, and some® be- 
lieve that it is contraindicated in those pa- 
tients with previously known heart disease. 

There have been a few fatalities'® "' * re- 
ported with the use of curare and doubtless 
others exist which have not gotten into the 
literature. There is no question that there is 
some risk in the use of this drug, but with 
the proper precautions this risk can be kept 
to a minimum. 

The importance of the initial small dose 
for the sensitivity test should be re-empha- 
sized, for while sensitive persons are rare, 
there can be no doubt that they do exist, and 
some of the deaths which have occurred 
were, in all probability, due to a sensitivity 
to the drug and might possibly have been 
prevented by this procedure. 

SUM MARY 

Three hundred and fifty curare modified 

electric convulsive treatments have been 


given to 55 patients in a general hospital 
without significant complications. By use of 
this drug, not only is the frequency of injury 
in such procedures reduced, but patients who 
might otherwise be denied convulsive therapy 
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ERRATUM 


The Journal regrets the following error in the 
article entitled ‘‘Fiv> Hundred Fifty-Seven Case 
Histories of Cervicpl Disease, 1944-1945,’’ by 
Kenneth J. Wilson, M.D., and Charles Hugh Wil- 
son, M.D., appearing in the July issue of the 
Journal. Page 278, right hand column, line 29 
reads erroneously as follows: 

‘<It is interest.ag that the two cases of cervical 
cancer who had previous hysterectomies for bleed- 
ing continued to bleed after those operations but 
have not apparently been cured by radical coniza 
tion and coagulation.’’ 

This should read: 

‘*Tt is interesting that the two cases of cervical 
eancer who had previous hysterectomies for bleed- 
ing continued to bleed after those operations but 
have now apparently been cured by radical coniza 
tion and coagulation.’’ 








SHAWNEE PHYSICIAN HEADS 
STATE TB ASSOCIATION 


The Oklahoma Tuberculosis Association, at its annu: 
spring meeting held at Oklahoma City in June, electe 


the following officers: President, George 8. Baxter, M.D., 


Shawnee; Vice-Presidents, Paul Stephenson, El Ren 
and Dr. Oliver Hodges and Grady F. Mathews, M.D 
both of Oklahoma City; Secretary, Mrs. Paul Cres 
Perry; and Treasurer, J. Henry Johnson, Oklahoma City 

Dr. Baxter is also a member of the Board of Directo: 
of the Pottawatomie County Tuberculosis Association. 


can be treated. The drug is unquestionabl) 


an adjunct to such therapy and, while its use 


is not without some risk, it can be safely 
given if the operator has the proper respect 


for its potency and observes the proper pre- 


cautions in its administration. 
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iphtheria 








etanus 


IMMUNITY FROM 
ALL THREE IN 
ONE SOLUTION 





ertussis 


When you are planning for the inocula- 
tions to be given as school days roll 
around again, remember the convenience 

and efficacy of National Drug’s “D-T-P.” 
Immunity against these three diseases 


is conferred with three injections at 





intervals of from 3 to 4 weeks. 


“amy THE NATIONAL DRUG COMPANY : Philadelphia 44, Pa. 
7. 


PHARMACEUTICALS, BIOLOGICALS, BIOCHEMICALS FOR THE MEDICAL PROFESSION 





354 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


August, 1947 


HAaue You Heard? 











Robert O. Ryan, M.D., formerly of the staff of the 
University of Oklahoma Student Health Service, has 
established a private practice at 209 South Crawford 
Avenue in Norman. He is an O. U. graduate who in- 
terned in Wichita Hospital at Wichita, Kans., and later 
operated the Fairview Hospital. 





C. E. Williams, M.D., of Woodward, will have lots to 
tell when he returns from the World Jamboree of Boy 
Scouts in Moisson, France, which he is attending as a 
physician on the central staff. The Jamboree dates are 
August 9 to 18. 

New President of the Cordell Rotary Club is A. 8. 
Neal, M.D., of that city. 





Harold R. Sanders, M.D., an O. U. graduate of 1943, 
has become associated with the A. B. Smith Clinic in 
Stillwater, and will give special attention to obstetric 
and pediatric practice. During 1944 and 1945 Dr. Sanders 
was Resident Surgeon at St. Anthony Hospital, Okla- 
homa City, and during the past two years he served with 
the Army at the Fort McClellan, Alabama, Regional 
Hospital where he was Chief of Dermatology. 





Roy L. Fisher, M.D., for many years associated with 
the Frederick Clinic Hospital, will return to private 
practice in that city soon. Dr. Fisher entered the U. S. 
Army Air Forces in 1942 and later entered service of 
the Veterans Administration, assigned to the district at 
Seattle, Washington. He will be associated with O. G. 
Bacon, M.D., and William E. Hubbard, M.D., who has 
been associated with Dr. Bacon in operation of the 
elinie and is now becoming a partner. 





Ralph Meloy, M.D., of Claremore, was recently elected 
Governor of the 136th District of Rotary International 
at the Annual Rotary Convention held in San Francisco. 
Dr. Meloy is a past president of the Rogers County 
Medical Society. As Governor of the 136th District, he 
will visit 59 of the Rotary Clubs in Arkansas, Kansas, 
Missouri, and Oklahoma during the next 12 months and 
advise and assist the officers of these clubs. 





Ralph V. Smith, M.D., of Britton, recently completed 
his fiftieth year of service in the practice of medicine. 





C. E. Lively, M.D., was recently installed as president 
of the McAlester Lions Club, and Floyd T. Barthheld, 
M.D., became the second vice-president of that organiza- 
tion. 





Fred W. Taylor, M.D., has joined the staff of the 
Weedn Hospital at Duncan. A graduate of the Oklahoma 
University School of Medicine, he served 29 months in 
the South Pacific with a Marine Air Group during the 
recent war and since leaving the service has been house 
physician at Wesley Hospital, Oklahoma City. 





Marvin 8S. Terrell, M.D., has opened offices in associa- 
tion with Dr, R. V. Smith at 107 North Edmonds Street, 
Britton. 





The state of Oklahoma has the lowest death rate of the 
nation, with less than eight people per thousand, as a 


result of a progressive Public Health program, according 
to John Shackelford, M.D., of the State Department of 
Public Health. Dr. Shackelford spoke before a recent 
meeting of the Sayre Rotary Club. 





John G. Gilbert, M.D., formerly of Tulsa, will become 
associated with D. R. B. Gibson at Ponca City. Dr 
Gilbert served in the Army Medical Corps and since his 
discharge in December has practiced in Oak Ridge, Tenn. 





Milton Thompson, M.D., of Muskogee, is among the 
five who are still living of 241 original signers of a 
petition to incorporate the city of Muskogee in 1898. 





Guy B. Van Sandt, M.D., has announced the reopening 
of the Wewoka Hospital which has been closed during 
the past two years. 





Mark D. Holcomb, M.D., of Enid, recently attended the 
three-day infantile paralysis clinic held at Stanford Uni 
versity, Palo Alto, California. Dr. Holeomb was spon- 
sored by the Garfield Chapter of the National Foundation 
for Infantile Paralysis and the Garfield County Medical 
Society. 





N. C.. Riley, M.D., formerly of Holdenville, will be 
come resident doctor at the Weedn Hospital, Marlow, it 
was recently announced. 





E. C. Mohler, M.D., was recently elected to serve as 
Chairman of the Ponca City Chapter of the American 
Red Cross during the fiscal year 1947-1948. 





John E. McDonald, M.D., of Tulsa, recently completed 
a four-week inspection tour of Eastern medical centers 
for treating crippling diseases. The trip was made at 
the invitation of the National Foundation for Infantile 
Paralysis. 





According to the July News Letter of the Oklahoma 
Society for Crippled Children, the annual report of the 
Oklahoma Commission for Crippled Children, July 1, 
1946, to July 1, 1947, shows a total of 4,247 commitments 
made for children’s care during the year. Of these 951 
were crippled children (777 orthopedic cases and 174 
plastic cases), and 3,296 were general, including general 
surgery and medical cases. 





T. R. Turner, M.D., of Tulsa, whose scientific paper, 
‘*The Use of Curare in Electric Shock Therapy,’’ ap 
pears in this issue of the Journal, is the author of ‘‘ The 
Epileptic Cripple,’’ which appears in the July News 
Letter of the Oklahoma Society for Crippled Children. 





Approximately $1,000 has been received by the Woods 
County Medical Society for the purpose of establishing 
a living memorial to the late William E. Simon, M.D., 
at the Alva General Hospital. Before his death Dr 
Simon requested that money his friends would have spent 
for flowers be contributed to purchasing something need 
ed for the hospital. 





Fred T. Perry, M.D., recently was elected President 
of the Board of Directors of the Okeene Chamber of 
Commerce. 
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You Prescribe 
We Provide... 





@ Like a gem, every case in your daily practice presents 
many facets besides the strictly medical ones—constitution, 
temperament, environment, AND the reliability of the medica- 





tion you_prescribe. 


® Most of these contributing factors are outside your control. 
Certainly, in these busy days, you cannot take time to trace 
the manufacturing history of every drug you use. 


What you can do is to prescribe pharmaceuticals of un- 
questioned reliability—drugs you can depend upon. 


® You can depend upon Dorsey products for unvarying pur- 
ity and potency, for they are made under rigidly standard- 
ized conditions. Laboratory and manufacturing equipment, per- 
sonnel and procedure are constantly protecting your treat- 
ment with Dorsey drugs. 








THE SMITH-DORSEY COMPANY 
—_—_—___—— LINCOLN, NEBRASKA —————————————————— — — 
Branches ot Dalles and Los Angeles 





(an 
ay 
os 


MANUFACTURERS OF 


PURIFIED SOLUTION OF LIVER-DORSEY 
SOLUTION OF ESTROGENIC SUBSTANCES-DORSEY 
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OBITUARIES 











Jesse A. Bates, M.D. 
1888-1947 

Jesse A. Bates, M.D., formerly of Seminole and Chick- 
asha, died June 30, 1947, at his home in Oklahoma City 
following an extended illness, He was born in Morely, 
Missouri, on August 17, 1888, a son of the late Dr. 
Frank Bates, earlyday Coal County physician. Pr. Bates 
eame to Oklahoma after graduating from Dallas Medical 
College in 1910 and began his practice at Kemp, in 
Bryan County. He later practiced at Seminole and Chick- 
asha, where he served as a city hospital physician. From 
Chickasha he moved to Oklahoma City, retiring about a 
year and a half ago because of ill health. Death was 
attributed to a heart ailment. 

Dr. Bates is survived by his widow Mary; a son 
Charles F. of the home; a brother, Dr. C. W. Bates, of 
Oklahoma City; and a sister, Mrs. B. E. Tummins, of 
California. 


David Wiggins Bennett. M.D. 
1872-1947 

D. W. Bennett, M.D., Sentinel, died July 3, 1947, of 
a heart attack at a Sentinel hospital. Dr. Bennett was 
a pioneer physician in his community and was elected 
to Honorary Membership in the Oklahoma State Medical 
Association at the 1947 Annual Meeting. He was born 
November 10, 1872, and received his medical education 
in Tennessee, graduating in 1900. In 1909 he was 
licensed to practice medicine in Oklahoma. Only im 
mediate survivor is a brother, W. M. Bennett, also of 
Sentinel. 


Lee W. Cotton, M.D. 
1861-1947 
Lee W. Cotton, M.D., Enid, died June 15, 1947, at an 
Enid hospital following a brief illness. He had resided 
in Enid since 1902, and since 1943 had been an Honorary 
Member of the Oklahoma State Medical Association. A 


THE MEDICAL SCHOOL _ 


native of Barnesville, Mo., where he was born in 1861 
he received his medical education at the Missouri Medi 
eal College, graduating in 1887. Dr. Cotton served fo: 
ten years as county superintendent of health and serve: 
also as medical examiner for the draft board during 
World War I. He was a senior deacon in the First 
Baptist Church of Enid. In 1939 he retired from th 
active practice of medicine. 

Survivors include a daughter, Mrs. Henry B. Storrs 
of Enid, and two sons, Doyle W. Cotton of Enid ar 
Cecil W. Cotton of Tu'sa. 

Robert LeRoy Browning. M.D. 
1883-1947 

R. L. Browning, M.D., of Pawnee, died June 15, 1947 
at an Enid hospital. Born December 10, 1883, he received 
his medical education in Alabama, graduating in 1911 
After practicing in Hartshorne, Oklahoma, he moved t 
Ponca City, and in 1931 settled at Pawnee where h 
maintained an active practice until his death. He 
operated a private hospital until the Pawnee Municipal 
Hospital was built, when he became surgeon in charge 
He is survived by his wife; two sons, Robert, and Johr 
S., a medical student at Tulane University; and twe 
daughters. 

William Ebert Simon, M.D. 
1887-1947 

William E, Simon, M.D., Alva, died July 16, 1947, at 
the Alva General Hospital. He had been in poor health 
for several years. Born near Troy, Kansas, August 25, 
1887, he graduated from the University of Kansas Schoo! 
of Medicine in 1913, and resided at Alva from 1915 until 
his death. He served in the U. S. Armed Forces in World 
War I and received a citation for wounds sustained in 
battle. Survivors include his wife, Mrs. Miriam Simon; 
two sons William Hale and Robert Bowman; two sisters, 
Mrs. Gertrude Stewardson, and Gussie Simon; a brother, 
Charles Simon; and a nephew, Dr. John Simon of Alva 














CALENDAR — AUGUST, 1947 


SURGICAL PATHOLOGIC CONFERENCES—Each 
Tuesday 12:00 Noon to 1:00 P.M. 


MEDICAL CONFERENCES—Each Wesdnesday 9:00 
A.M. to 10:00 A.M. 


CLINICAL PATHOLOGIC CONFERENCES—Each 
Thursday 12:00 Noon to 1:00 P.M. 


TUMOR CLINICS—First and Third Tuesdays (Aug- 
ust 5 and 19) 8:00 A.M. to 9:00 A.M. 


UROLOGIC-PATHOLOGIC CONFERENCE—Second 
Tuesday (August 12) 8:00 A.M. to 9:00 A.M. 


MONTHLY STAFF MEETING—Second Friday 
(August 8) Dinner, 6:15 P.M. 


RADIOLOGIC CONFERENCE — Fourth Monday 


i) 


(August 25) 6:45 P.M. to 7:30 P.M. 


Recent visitors at the Medical School were Ross Miller 
(Med ’46), Houston Mount (Med ’46), Glen Berkenbil 
(Med ’46), and Jack Downing (Med °46), who have just 
completed their internships and were reporting for mili 
tary duty in July. 

Cloyee Duncan (Med ’46) has just completed his 
internship at Los Angeles County Hospital and is now 
employed at Central State Hospital, Norman, pending 
a call to military duty. 


Raymond Hinshaw (Med ’46) has just completed his 
internship and expects to sail in October for England 
to begin his Rhodes scholarship. 
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THE CHICAGO MEDICAL SOCIETY 


Aanounces 


Post Graduate Courses 


To Be Held In Chicago 
Leading Teachers From All Over The U. S. 


CARDIOVASCULAR DISEASES 


OCTOBER 20-25 


GASTROENTEROLOGY 


OCTOBER 27-NOVEMBER ist 


Both Courses Limited To 100 And Open To Physicians In Good 
Standing In Their Local Medical Societies. Fee $50.00 Per Course. 
Send Applications To 


DR. WILLARD O. THOMPSON, CHAIRMAN COMMITTEE ON P. G, EDUCATION 
CHICAGO MEDICAL SOCIETY, 30 N. MICHIGAN, CHICAGO 2, ILLINOIS 













- Hygeia does what | 
you would do if 
you had thetime. | 
- +. in easy-to- | 
read terms, gives | 
the authoritative 
information on 
better health 





practices. 

Why not make 

HYGEIA avail- 

abletoyourpa- , 
AMERICAN THE HEALTH MAGAZINE Senin nent \ 
MEDICAL \ 
ASSOCIATION w\ 


535 N. Dearborn St.Chicago 10 


Yes, send me 


OC a free copy of HYGEIA 
CD) a year’s subscription, $2.50 (Bill later) 
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BOOK REVIEWS 











A HISTORY OF THE AMERICAN MEDICAL AS- 
SOCIATION, 1847-1947. Morris Fishbein, M.D., with 
the biographies of the Presidents of the Association 
by Walter L. Bierring, M.D., and with Histories of 
the Publications, Councils, Bureaus, and Other Official 
Bodies. 1226 pages. Philadelphia and London: W. B. 
Saunders Company, 1947. Price $10. 


This monumental work, beginning with the story of 
Nathan Smith Davis, ‘‘twenty-nine year-old country 
practitioner’’ who founded the greatest medical associa- 
tion in the history of the world, and ending with the 
important publications of the American Medical Associa- 
tion which have encircled the globe and helped to en- 
lighten all civilized nations, should be in every phy- 
sician’s library, on every medical reception room table, 
and in all public libraries. 


Nothing has been more important in the development 
and progress of this nation than the sustained medical 
eare of its people and the organized pursuit of medical 
science and public health during the past 100 years under 
the guidance of the A.M.A. The history of a hundred 
years of medicine in the United States as manifested 
through the A.M.A. in one volume must necessarily be 
brief, yet the story as told by Dr. Fishbein and supple- 
mented by Dr. Bierring’s interesting biographies of the 
presidents gives a comprehensive picture of the found- 
ing, purposes, progress, and accomplishments of a great 
humanitarian organization. 


To read the eight-page list of contents would stir the 
imagination and whet the appetite of all who are inter- 
ested in the progress of civilization.—Lewis J. Moorman, 


M.D. 


CHEMOTHERAPEUTIC AND OTHER STUDIES OF 
TYPHUS, Special Report Series No. 255, Medical Re- 
search Council. Van den Ende, M., et al. 246 pages, 
including 54 pages of appendices and 11 plates. His 
Majesty ’s Stationery Office: London, 1946, Price $3.65. 
This report gives details of attempted anti-rickettsial 

therapy with sulfonamide derivatives (chiefly V147 and 

V148). It represents studies since 1941 under the aus- 

pices of the National Institute for Medical Research, 

London. The major portion of the monograph deals with 

clinical trials of these drugs by the British Army Typhus 

Research Team in the Mediterranean area. Technical 

details of interest to the student of typhus are pre- 

sented, together with the activities of the British wartime 
investigators of this disease. About one-third of the 
report is devoted to immunological studies of typhus 
fever, including the antigenic structure of Typhus 
rickettsiae. Bibliographies are included.—M. R. Everett, 
Ph.D. 


PRACTICAL PHYSIOLOGICAL CHEMISTRY. Hawk, 
P. B., Oser, B. L., and Summerson, W. H. Twelfth 
Edition. Five color plates, 329 illustrations. 1323 pages. 
Blakiston Co.: Philalephia, 1947. Price $10. 


Approximately half of the chapters in this twelfth 
edition of a valuable reference have been extensively 
revised and modernized. The new edition contains de- 
seriptive material of metabolic phenomena to facilitate 
its use as a text, but the authors continue to specialize 


on laboratory procedures, and it is because of th 
analytical information that it continues to be an im 
portant reference for hospital laboratories. Numerou 
new analytical procedures are described in detail, an 
some of the older methods have been deleted in orde 
to guide the chemist in his choice of methods.—L. J 
Moorman, M.D. 


SURGICAL PATHOLOGY. William Boyd, M.D., Dip 
Psych., M. R. C. P. Ed., F.R.C.P. Lond., LL. D. Sask 
M.D. Oslo, F.R.S.C., Professor of Pathology, the Un 
versity of Toronto, Canada. Sixth Edition. 858 pages 
with 530 illustrations, including 22 color figures. Phi 
adelphia and London: W. B. Saunders Company, 1947 
Price $10. 

As surgery progresses it becomes more and more i 
separable from pathology. The two are completely de 
pendent upon each other. It is not too difficult a matte: 
to master the more common surgical technics, but t 
begin to have an understanding of pathology is a life’ 
work. 

This text has been an excellent reference since 1925 
and the sixth edition brings it entirely up to date. 
new section has been added dealing with the patholog 
and pathological physiology of congenital heart diseas: 
This section takes up the ‘‘tetralogy of Fallot,’’ pu 
monary stenosis, patent ductus arteriosus, and coarcta 
tion of the aorta in a very interesting manner. 

Other new additions to this text include tumors 
the larynx, Bittner’s work on the nursing factor 
carcinoma of the breast, cancer of the mouth in relati 
to avitaminosis, fibrositis of the back, etc. 

As most students of surgery already know, this bo 
is very well written and concise. It is highly recommen 
ed to the surgical profession at the most up to date ar 
complete text on pathology.—Everett B. Neff, M.D. 
CLINICAL LABORATORY DIAGNOSIS. Samuel A 

Levinson, M.S., M.D., Ph.D., and Robert P. MacFat« 

C.H.E., M.S., Ph.D. Cloth, 971 pages with 1942 e1 

gravings and 15 plates, seven in color. Pennsylvani: 

Lea and Febiger, 1946, 

This is an excellent informative book covering a 
commonly used laboratory tests, as well as the mo 
recent additional laboratory procedures such as the R 
factor. 

This edition includes a new chapter on ‘‘ Tropic: 
Medicine’’ 
causative organisms as well as the laboratory procedurs 
utilized in their detection. 


which emphasizes the characteristics of tl 


The chapter on ‘‘Laboratory Methods in Pediatr 
Procedures’’ should make this book popular with a 
pediatricians as well as the clinical pathologists. 

Included in the twenty chapters is one on ‘‘Lega 
Medicine and Toxicology,’’ with special emphasis 01 
disease simulating poisoning, as well as the clinica 
symptoms of poisoning and the laboratory identificatior 
of poisons. 

The chapter on hematology alone justifies the publica 
tion of the book. 

This book is excellent, well illustrated, and presents a 
great deal of valuable and unusual information.—W. F. 
Keller, M.D. 
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DISEASES OF THE CHEST: WITH EMPHASIS ON 
X-RAY DIAGNOSIS. Eli H. Rubin, M.D., F.A.C.P., 
F.C.C.P. 685 pages, with 355 illustrations (24 plates 
in color). Philadelphia and London: W. B. Saunders 
Company, 1947, Price $12.00. 

This work on diseases of the chest with emphasis on 
entgen ray diagnosis and a section dealing with the 
inciples of surgical treatment is an excellent text for 
e general practitioner, medical students, and all phy- 
sians interested in bronchopulmonary conditions. The 
jusually clear roentgen ray reproductions make the book 
seful not only to the physician interested in diseases 

f the chest but to the roentgen ray specialist as well. 
The list of contents divided into sections gives a com- 
ehensive conception of the methods employed and the 
iticipated values. The six sections, each exhibiting ap- 


ropriate subheading, are listed as follows: (1) Diag- 
sis, (2) Acute and Chronic Pneumonias, (3) Pul 
onary Tuberculosis, (4) Diseases of the Lungs and 


ronchi, (5) Diseases of the Mediastinum, Diaphragm, 
leura, and Related Structures, Including Heart-Lung 
lisease, (6) Principles of Surgical Treatment. 

This arrangement of the subject matter profusely 
ustrated with roentgen rays, pathological and hysto- 
gical specimens, reproductions of Netter paintings of 
ng specimens, drawings, and tables makes a valuable 
of diagnostic, pathologic, and therapeutic 
nowledge available through an adequate index. The 
bliography at the end of each chapter is very helpful. 


servoir 


Quite properly the roentgen ray plays the leading role 
the section on diagnoses as in other sections through 
it the book, but this reviewer questions the wisdom of 
acing roentgenology first and symptoms and signs last. 
he modern physician knows the value of the roentgen 
iy in diseases of the chest and realizes that it must 
ecome a part of every thorough examination, but he is 
equally conscious of the value of the patient-doctor 
elationship which should be well established through 
story-taking and physical examination before mechani- 
cal and technical aids enter the field of the patient’s con 
iousness. 
There is great advantage in the mutual patient-doctor 
ppraisal which should precede every diagnostic study. 
Regardless of this one criticism, the value of this out 
standing work on diseases of the chest is so obvious to 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


359 


the careful student of this subject, it must be highly 
recommended.—Lewis J. Moorman, M.D. 


GYNECOLOGICAL AND OBSTETRICAL PATHOLO- 
GY: WITH CLINICAL AND ENDOCRINE RELA- 
TIONS. Emil Novak, A.B., M.D., D.Se. (Hon. Dublin), 
F.A.C.8., Assoc. in Gyn., Johns Hopkins Med. Sch. 
Second edition, with 542 illustrations, 15 in color, 540 
pages. Philadelphia and London: W. B. Saunders 
Company, 1947. Price $7.50. 

The second edition of Gynecological and Obstetrical 
Pathology: With Clinical and Endocrine Relations by 
Emil Novak presents this complex subject in a manner 
that is of benefit to the medical student, the practicing 
surgeon, and the general pathologist. At the beginning 
there is a brief review of the endocrinology of the 
menstrual cycle and gestation which furnishes the reader 
with fundamentals to the correlation of his 
tological and anatomical changes in the female repro 
ductive tract. Dr. Novak’s of the 
normal histological picture of the various parts of the 
reproductive tract, as they are taken up, together with 
impresses 


necessa ry 


method describing 


the cyclic changes from endocrine influences, 
the reader with the importance of knowing these are 
physiological changes and not pathological lesions re 
quiring surgery. 

The chapter on carcinoma of the cervix, including his 
of the cervix, should 


comments on lesions 


be read by every doctor. 


precancerous 


The author devotes approximately 150 pages to diseases 
of the ovary including a chapter on embryology and 
histology, inflammatory diseases, primary and metastatic 
carcinoma, Brenner tumors, dysgerminoma, granulosal 
cell carcinoma, and arrhenoblastoma. 

Ectopic pregnancy, hydatidiform mole, and other ab 
normalities of the placenta and appendages are covered 
in the same interesting and concise manner that is used 
throughout the text. The book contains 542 illustrations, 
15 of which are in color. All and 
placed as to clarify the text. 


are well chosen so 

With the increasing interest in pathology that has been 
stimulated by the various Specialty Boards in the past 
ten years, this book has its place in the library of every 
doctor interested in gynecological and obstetrical path 
Robert B. M.D. 


ology Howard, 


PNEUMONIA IMMUNIZATION CUTS DEATH 
RATE OF OLDER PERSONS 


A group of New York investigators, who made a six- 
year study of pneumonia in elderly patients, suggest 
munization against the disease where high incidence 
rates prevail, as in epidemics, in institutions, and in 


persons with a tendency to recurring pneumonia. 


Writing in the current issue of the Archives of In- 

rnal Medicine, published by the American Medical 
\ssociation, the investigators — Paul Kaufman, M.D., 
ttending Physician, Goldwater Memorial Hospital and 
New York City Home, C, O’Brien, M.D., Resident Phy 
sician and H. Stein, M.D., Resident Physician, New York 
City Home — state that they undertook their study in 
the older age group for several reasons: 


First, they have a high incidence of pneumonia, mor- 
tality, and case fatality rate. Second, repeated attacks 
of pneumonia occur frequently. Third, there was possi- 
bility for continuous observation, hospitalization, and 

‘Xamination, since the patients were from the New 


York City Home and the Medical Division of the former 


Central and Neurological Hospital and the Goldwater 


Memorial Hospital, where higher age groups are treated. 


During the six-year study, 1937-1943, 5,750 patients 
were immunized against pneumonia while 5,153 control 
patients were observed for comparison. Among the im 
munized group 99 developed pneumonia, an incidence 
rate of 17.2 per 1,000, of which 40 died, a mortality rate 
of 6.2 per 1,000. There were 227 cases of pneumonia 
among the non-immunized patients, an incidence rate of 
44 per 1,000, with 98 deaths, a mortality rate of 19 per 
1,000. 


The antigen used in these experiments for immuniza- 
tion is made from a fraction of the pneumococcus, the 
organism responsible for pneumonia. The antigen, which 
incites production by the body cells of a substance to 
fight the bacteria, is a polysaccharide. 
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FURTHER OBSERVATIONS ON BLOOD GROUPING IN 
POLIOMYELITIS. Claud W. Jungleblunt, M.D., Harris 
E. Karowe, and Stanley B. Braham. Annals of Internal 
Medicine, 26:67-75, No. 1 (Jan.) 1947. 

These authors first review the literature to date on 
this subject and point out the pitfalls in interpreting 
the available statistics. The data reported in this paper 
is based on 220 poliomyelitis patients with paralytic in- 
volvement. In addition to standard blood groups, sub 
groups, and saliva secretion of the blood group determin 
ing substance was tested for. The results obtained agree 
substantially with previous work and can be summarized 
as follows: 

‘*The available data suggests that individuals with 
blood groups O, A2, and ‘nonsecretor’ types seem to 
suffer paralytic involvement in poliomyelitis more often 
than one would expect from the normal distribution 
figures for these groups; vice versa, individuals with 
blood group B and ‘secretor’ types seem to be somewhat 
less frequently thus affected as tompared with the dis 
tribution of these groups in normal population.’’ 


W.K.I. 


THE ROLE OF MECHANICAL AND ANATOMICAL 
FACTORS IN THE PROBLEM OF TONSILLAR FOCI. 
George Revesz. The Journal of Laryngology and Otol- 
ogy. 61:299-305. London, 1946. 

Tonsillar foci of infection are of interest for all 
branches of medicine. Any focal infection will cause 
general and organic symptoms such as muscular and 
articular pains, fever, nervous complaints, changes in the 
blood picture and in the sedimentation rate. Yet it is 
often difficult to decide whether these general symptoms 
are caused by the tonsils, which may look almost healthy. 
Security of such a decision is very much wanted in order 
to avoid the risk of superfluous operations. 

The term chronic tonsillitis covers a series of partly 
inflammatory progressive, partly regressive reparatory 
processes ensuing in the tonsils and in the peritonsillar 
tissues. There are pathologists who say that chronic 
tonsillitis is a sort of normal defensive mechanism of the 
body. The normal functions of the tonsils partly consists 
in neutrolizing microbes or their toxins. 

One is justified in assuming that localization or gener 
alization of an infection in the tonsils depend on the 
immuno-biologie conditions, constitution of the organism, 
species, and virulence of the bacteria rather than on the 
local changes in the tonsi!s, The size of the tonsils, their 
fixation, the content of the crypts their open and closed 
state, intracapsu'ar phlegmonous processes, etc., may be 
additional factors in developing a general infection. 
Simultaneous action of several components may account 
for the focal infection and the changes following there- 
after. 

In the author’s opinion the lodging of the tonsils 
between the palatal ares, and mechanical factors also 
play a role in the focal infection. In all cases of focal 
infection due to tonsillitis the removed tonsils were found 
lodging deep between the palatal pillars. Normally, the 
tonsils are steadily exposed to manifold pulling and 
pressure effects acting in various directions. During de 
glutition they are dislodged by the action of various 
muscles, and their contents are expressed by various pull 
ing and pressing movements. In case of deep-seated 


tonsils such as a massaging effect does not develop during 


deglutition. Since the two pillars come in close contact 
the contents of the crypts may be pressed toward th 
capsule. 

The movement of the cryptal contents toward th 
capsule of the tonsils may account for a focal infectior 


M.D.H. 


PRACTICAL POINTS IN WOLFE GRAFT TECHNIQUE 
Lt. Col. D. W. Macomber and Capt. S. K. Wynn. Sur 
gery. Vol, 21. No. 1. January. 1947. 

‘«The utilitarian value, functional and cosmetic satis 
faction of the Wolfe graft have become more apprec 
ated incidental to the innumerable indications for it 
use in definitive war surgery. 

‘*Since its limitations are so definite, the technique s 
exacting, and its success so dependent upon observation 
of the many fine considerations in its management, wi 
feel that a record of observations in one hundred « 
more cases may constitute a helpful guide to those wh 
are interested in application and improvement of th 
type of graft.’’ 

The authors call attention to many important point 
under the following subjects: 

a. Choice of donor site. 

b. Recipient site. 

e. Technique. 

d. Post-operative care and complications. 

The artic'e is well illustrated and shows excellent 
sults.—J.F.B. 


ON MENINGEAL REACTIONS IN SYMPATHETIC OPH 
THALMITIS. L. Corcelle, The British Journal of Oph 
thalmology,. 31:366-372, (June) 1947. 

The author showed for the first time that meninge 
reactions occurred in the course of sympathetic oj 
thalmia. Extraocular complications of this disease ar 
rather interesting. The following conditions have be« 
associated with sympathetic ophthalmia: deafness, cor 
vulsions, derlirious state, spinal syndrome, pains, a1 
fibrillary contractions. 

The author reports three cases with typical meningé 
irritation. There may be headache of frontal or oecipit 
type. There may be general lassitude, with rise 
temperature. The onset of lymphocytic meningitis 
indicated by lumbar puncture. The meningeal react 
may perhaps be regarded as contemporaneous with t 
appearance of clinical signs in the sympathizing ¢ 
The total number of lymphocytes in the spinal fh 
appears to be proportional to the intensity of the 
fection. 

The meningitis is not influenced by enucleation of t! 
eye. It may be questioned whether these reactions 
constant and specific for sympathetic ophthalmia. Repor 
of other cases usually did not include examination of t 
cerebrospinal fluid, but cases seen by the author durir 
the last ten years all showed the meningeal reaction 

The author assumes that sympathetic ophthalmia is 
lymphocytic uveo-meningitis due to a filtrable virus 
unknown nature. The pathogenetic theories of this di 
ease should be examined in the light of this new sym] 


tom.—M.D.H. 
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Formu ac Infant Food provides a balanced and flexible formula 
basis for general infant feeding — both in normal and difficult 
diet cases. 

A product of National Dairy research, Formutac is a con 
centrated milk in liquid form, fortified with all vitamins known 
to be necessary for proper infant nutrition. No supplementary 
vitamin administration is necessary with Formutac. The Vitamin 
© content is stabilized, assuring greater safety. 

The only carbohydrate in Formutac is the natural lactose 
found in cow’s milk—no other carbohydrate has been added. This 
permits you to prescribe both the amount and the type of carbo- 
hydrate supplementation required. 

Formutac is promoted ethically, to the medical profes- 
sion only. Clinical testing has proved it satisfactory in promotin 
normal infant growth and development. On sale in grocery me 
drug stores throughout the country, Formu ac is priced within 
range of even modest incomes. 


Distributed by KRAFT FOODS COMPANY 


NATIONAL DAIRY PRODUCTS COMPANY, INC. 
NEW YORK, N. Y. 





® For further information about 
FORMULAC, and for professional 
samples, mail a card to National 
Dairy Products Company, Inc., 230 
Park Avenue, New York 17, N. Y. 
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OFFICERS OF COUNTY SOCIETIES, 
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1947 











COUNTY PRESIDENT 
SE siiciteninisteinciei L. R. Kirby, Cherokee 


Atoka-Bryan-Coal- 
I Ricarreccnmennesi J. 8. Fulton, Atoka 
saneniianiatadh O. C. Standifer, Elk City 
nina Fred Perry, Okeene 
George W. Conover, Jr., Anadarko 
G. L. Goodman, Yukon 
J. M. Gordon, Ardmore 
P. H. Medearis, Tahlequah 







Choctaw-McCurtain- 









Pushmataha.............. Reed Wolfe, Hugo 
SS Orville Woodson, Norman 
oe Leslie T. Hamm, Lawton 
Be csicetimcnsinninenand G. W. Baker, Walters 
| ..P. L. Hayes, Vinita 
SRE ERNE TES TEE O. H. Cowart, Bristow 


Willard H. Smith, Clinton 
ee eee Francis M. Duffy, Enid 

“a .-Thomas F. Gross, Lindsay 

i sciielananstnaiinsan ...R. R. Coates, Chickasha 

canon I. V. Hardy, Medford 
Dwight D. Pierson, Mangum 
W. G. Husband, Hollis 

Wm. 8. Carson, Keota 





A Clyde Kernek, Holdenville 
E. W. Mabry, Altus 
eee J. A. Dillard, Waurika 
cS | ees E. C. Mohler, Ponca City 
EEE John R. Taylor, Kingfisher 
ee J. Wm. Finch, Hobart 


heoeuiisiimetnninenissinavied John H. Harvey, Heavener 
J. 8. Rollins, Prague 
James Petty, Guthrie 
E. H. Werling, Pryor 











I esenininteianibeil I. N. Kolb, Blanchard 
McIntosh.....................-.. F. R. First, Sr., Checotah 
Muskogee-Sequoyah- 

eee. W. P. Fite, Muskogee 
Northwestern................ Myron England, Woodward 
ee .L. J. Spickard, Okemah 
Oklahoma................ ..F, Redding Hood, Oklahoma City 
a John Cotteral, Henryetta 
ee R. O. Smith, Hominy 
i ininninsiennnceniseninnl B. Wright Shelton, Miami 
Payne-Pawnee..............! C. H. Haddox, Pawnee 
a Homer C. Wheeler, McAlester 
Pontotoe-Murray.......... E. D. Padberg, Ada 
Pottawatomie.............. Charles F, Paramore, Shawnee 
Rogers W. A. Howard, Chelsea 
Seminole Claude B. Knight, Wewoka 
Stephens E. H. Lindley, Duncan 
Be  icvinteniinnnnencsiaticnieniies Daniel S. Lee, Guymon 
eee +. A. Tallant, Frederick 
a E. O. Johnson, Tulsa 
Washington-Nowata....Thomas Wells, Bartlesville 
re A. H. Bungardt, Cordell 
ee sccirsissteitaniianninesini C. A. Traverse, Alva 


SECRETARY 
L. T. Lancaster, Cherokee 


A. T. Baker, Durant 

J. E. Levick, Elk City 

Virginia Curtin, Watonga 
Edward T. Cook, Jr., Anadarko 
Jack W. Myers, El Reno 

C. D. Cunningham, Ardmore 

R. K. McIntosh, Jr., Tahlequah 


Fred D. Switzer, Hugo 

T. A. Ragan, Norman 
Byron W. Aycock, Lawton 
Mollie Scism, Walters 

J. M. McMillan, Vinita 

F. H. Sisler, Jr., Bristow 
D. W. McCauley, Clinton 
John R. Walker, Enid 

John R. Callaway, Pauls Valley 
Wesley W. Davis, Chickasha 
F. P. Robinson, Pond Creek 
J. B. Hollis, Mangum 

R. H. Lynch, Hollis 

N. K. Williams, McCurtain 
H. V. Schaff, Holdenville 

J. P. Irby, Altus 

O. J. Hagg, Waurika 

Edwin Yeary, Ponca City 
H. Violet Sturgeon, Hennessey 
R. F. Shriner, Jr., Hobart 
Rush L. Wright, Poteau 
Ned Burleson, Prague 

J. E. Souter, Guthrie 

Paul B. Cameron, Pryor 
W. C. McCurdy, Jr., Purcell 
W. A. Tolleson, Eufaula 


William N. Weaver, Muskogee 

C. W. Tedrowe, Woodward 

M. L. Whitney, Okemah 

George E. Kimball, Oklahoma City 
C. E. Smith, Henryetta 

Gayfree Ellison, Pawhuska 

W. Jackson Sayles, Miami 

C. W. Moore, Stillwater 

Edward D. Greenberger, McAlester 
Ollie McBride, Ada 

Clinton Gallaher, Shawnee 

P. S. Anderson, Claremore 

Mack I. Shanholtz, Wewoka 

E. C. Lindley, Duncan 

E. L. Buford, Guymon 

O. G. Bacon, Frederick 

John E, McDonald, Tulsa 


L. B. Word, Bartlesville 
Aubrey E. Stowers, Sentinel 
O, E. Templin,, Alva 


MEETING TIME 


Last Tues. each 
Second Month 


Second Tuesday 
Third Thursday 
Third Thursday 
Subject to Call 
Second Tuesday 
First Tuesday 


Thursday nights 
Third Tuesday 
Third Friday 


Second Tuesday 
Third Thursday 
Fourth Thursday 
Wed. before 3rd Thur. 
Third Thursday 


First Wednesday 


First Friday 
Last Monday 
Second Monday 
Second Thursday 


First Wednesday 
Last Tuesday 


Third Thursday 


First Tuesday 
2nd Thurs. Even Mo. 


Fourth Tuesday 
Fourth Tuesday 
Second Monday 
Third Monday 
Second Thursday 
Third Friday 

First Wednesday 

Ist and 2rd Saturday 


Third Wednesday 
Third Wednesday 


Second and Fourth 
Monday 


Second Wednesday 
Last Tuesday 
Odd Months 





COUNCILORS AND VICE-COUNCILORS 
District No. 6: Creek, Nowata, Osage, Rogers, Tulsa, Wash 


(Figure indicate year terms expire.) 

District No. 1: Alfalfa, Beaver, Cimarron, Dewey, Ellis, 
Harper, Texas, Woods, Woodward—oO. E. Templin, M.D., Alva 
(C) 1950; O. C. Newman, M.D., Shattuck (V-C) 1950. 

District No. 2: Beckham, Custer, Greer, Harmon, Jackson, 
Kiowa, Roger Mills, Tillman, Washita—L. G. Livingston, 
eae Cordell (C) 1948; O. C. Standifer, M.D., Elk City (V-C) 


District No. 3: Garfield, Grant, Kay Noble, Pawnee, Payne 
—Bruce Hinson, M.D., Enid (C) 1950; R. W. Choice, M.D., 
Wakita (V-C) 1950. 

District No. 4: ,Blaine, Canadian, Cleveland, Kingfisher, 
Logan, Oklahoma—Carroll Pounders, M.D., Oklahoma City 
(C) 1950; - Phelps, M.D., El Reno (V-C) 1950. 

District No. 5: Cadda, Carter, Comanche, Cotton, Grady, 
Jefferson, Love, Stephens—J. L. Patterson, M.D., Duncan (C) 
1948; J. Hobson Veazey, M.D., Ardmore (V-C) 1950. 





ington—Ralph McGill, M.D., Tulsa 
M.D., Bartlesville (V-C) 1950. 


(C) 1949; Ralph Rucker, 


District No. 7: Garvin, Hughes, Lincoln, McClain, Murray, 


Okfuskee, Pontotoc, Pottawatomie, 


Seminole—Clinton Galla- 


her, M.D., Shawnee (C) 1950; Ned Burleson, M.D., Prague 


(V-C) 1950. 


District No. 8: Adair, Cherokee, Conia. Deleware, Maes 


Muskogee, Okmulgee, Ottawa, Sequoya 


Wagoner—J. 


Edwards, M.D., Okmulgee (C) 1948; W. J. Sayles, M.D.. 


(V-C) 1950. 


District No. 9: Haskell, Latimer, 


LeFlore, McIntosh, Pitts- 


burg—Earl Woodson, M.D., Poteau (C) 1948; E. H. Shuller, 


M.D., McAlester (V-C) 1950. 


District No. 10: Atoka, Bryan, Choctaw, Coal, Johnston, 
Marshall, McCurtain, Pushmataha—W. K. Haynie, 


Durant (C) 1950; W. W. Cotton, 





M.D., Atoka (V-C) 1950. 














